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INTRODUCTION 


/ “The most crucial segment of our population from the 
point of view of the quality of our future generation is 
today*s young girls who are just on the threshold of marriage 
and motherhood, These girls are our future homemakers. 

‘Their attainments and competence will be the major determinants 
of the health and nutrition of children of the next generation ~ 
(Gopalan 1984), It is precisely this segment of our population 
that hag been sadly neglected in all our developmental and 
educational programmes. There hag been no organised attempt 

feo prepare and equip this vital segment for the momentous 
and challenging tasks that await it,/ An over-whelming majority 
of our rura. girls in most parts of the country are illiterate. 
A good percentage never enter school. Of those who enter, 

a high proportion drop out well before reaching the 5th 
etandard. Shue: a@ great majority of our girls reach their 
adolescence mostly as illiterates or semi-literates with no 
skillg and no practical knowledge which could prepare them for 
their future roles. This is the situation which serves to 


perpetuate poverty. under-nutrition and pp hh 


/ in India, death rates of women in reproductive age 
exceed those of males of corresponding ages 6“ The cumulative 
result of poverty,/undernutrition and neglect suffered by girls 
im our country is reflected in their poor adult body size. Poor 
growth results in narrow pelvis and related high risk to 
mothers during pregnancy, causing high maternal mortality and 
inf ant mortality./Risks during pregnancy in these girls are 
, 4 aggravated by their inability to obtain an adequate diet and 
access to proper medical care in the antenatal period, during 
delivery, and the post partum phase. As a consequence, the ea 

‘depletion syndrome’ sets in, contributing to the high 
incidence of maternal morbidity and mortality. 


3-28 


{For reducing rates of‘ infant mortality, maternal mortality 
and morbidity, efforts need to be directed towards including 
adolescent girls in the development programmes. The National 
Perspective Plan for Women (1988) also emphasizes the need to 
include girls of 12-18 years in the present ICDS scheme.“ ry 
However, no systematic effort has been made so far to introduce 
a selected package of services at the national level for the 
adolescent girls. The action research project developed 
by NIPCCD on “Preparation for Safe Motherhood = Reaching 
the Young Girls and Mothers through the ICDS Programme" is 
expected to contribute towards formulation of policy guidelines 
at the national level for the development of young girls into 
healthy adults and for preparing them for safe motherhood. 


The first scar towards implementation of this action 

_. research project was organizing a workshop for the finalization 
of th esearch design with reference to the target beneficiaries, 
package of activities and services, and its operationalisation. 
The Institute organised a three-day workshop on “Towards the 
Preparation of Adolescent Girls for Safe Motherhood through the 
ICDS Programme" from 4 to 6 September 1989 at its premises 

in New Delhi, 


Objectives 


The specific objectives of the workshop were: 


(i) to finalise the research design with reference to 
the target beneficiaries, package of activities, 
services, strategies for reaching the adolescent 
girl g Mevel opment of the programme within IcDs 
addressing their needs, | 


(41) to orient the participants on the magnitude of the 
problem related to the overall development of 
adolescent girls; 


(iii) to review the current status of the adolescent girls 
with reference to education, health, nutrition ami 
social development programmes; and 


.iv) to share the experience of various multi-sectoral 
development programmes in relation to the adolescent 
girls. 


Participants 


Forty-eight experts representing the Ministries/Departments 
concerned. international and voluntary organizations from the 
fields of nutrition, community medicine, paediatrics, gynaecology, 
anthropology and social sciences participated in the workshop, 


The list of participants is given at Annexure I, 


Inaugural Session . 


The workshop was inaugurated by Dr C. Gopalan, President, 
Nutrition Foundation of India who delivered the keynote address. 
Shri D.eP. Sethi, Director, NIPCCD welcomed the Chief Guest and 
the participants of the workshop. He said thatAhe present 
concern for adolescent girls is an indication of the emerging 
trends in the approach towards planning services for them in 


our country /’ 


Dr Gopalan in his keynote address stressed that the 
hallmark of poor maternal nutrition in a community is a high 
proportion of babies born with low birth weight. “Low birth 
weight of the offspring is not only an evidence of poor maternal 
nutritional status but is also an indicator of possible future 
development of the baby / 


There is a need to work out a policy directly to solve 
the problems of adolescent girls and evolve a mechanism through 
which this vulnerable segment could be reached. He emphasised 
the importance of education for tackling this problem and urged 
the need for pzogrammes which provide financial benefit to the 
families to/fencourage late marriage of girls and postponement of 
pregnancy/, 7 as 
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/The intervening crucial years of adolescence between the 
girls dropping out from school and the onset of pregnancy 
during which period much can be done by way of equipping the 
girls for better and more productive citizenship, safer and 
more competent motherhood, are truly wasted years — years of 
Wasted opportunities,/ This isthe basic deficiency in our 
present developmental system which needs to be addressed, if 
significant improvement in the health and nutritional status of 
our women and children is to be achieved within the next 20 years. 
The keynote address delivered by Dr C. Gopalan ig included in 
Section III of the report. 


Shri K.R. Venugopal, Joint Secretary, Department of 
Women and Child Development, Ministry of Human Resource 
Development presided over the inaugural session. 


Dr (Smt) Meera Patankar, Joint Director (Child Development) 
NIPCCD proposed the vote of thanks. 


Plenary Sessions 

The workshop discussed some salient aspects of the theme 
in plenary sessions in which the experts presented papers 
specially commissioned, which was followed by discussions among 
the participants. The papers presented in the plenary sessions 


included the followings: 
(14) Scheme for the Adolescent Girls in the Icps Programme 


(44) Principles and Strategies of Programming for 
Adolescent Girls 


(1ii) Indian Adolescents and their H 


Health? ealth and "Reproductive 
ea 


(4y)°4 Adolescent Girls < Progress towards Education 


(v) Variations in Anthropometry and Dietary Intake 
_ ° among Adolescent Girls in a Follow-up Study 


aes ee | 


(vi) Family Life Education Programme 
(vil) Health of the Young Women 


f Wtid) Adolescent Girls ~ Safe Motherhood and Development. 
Tne Challenge, Problems and Interventions, 


(ix) Mainstreaming, Convergence and Specialized Inter- 
ventions for the Adolescent Girls. A Review of — 
Governmental Mechanisms and Strategies. — 


oe 


A video film entitled 'NAKUSHA’ produced by the Department 
of Women and Child Development and UNICEF was also screened, 3 
Section Iv of the report contains the papers presented by experts 
in the plenary sessions. The list of resource persons is given 
at Annexure TI, | 


The second day commenced with the presentation of the 
draft framework design of the action research study on 
‘*Preparation for Safe Motherhood = Reach ing the Young Girls and 
Mothers through the ICDS Programme" by Kum Jayanti Natarajan, 
Programme Director and Assistant Director (Nutrition). | 


This was followed by formulation of two working groups 
to deliberate in detail on issues in the following areass 


(i) Guidelines for the selection of beneficiaries and 
. the various components of a package of services that 
are cost-effective and replicable at the national 
levels; and 3 


(11) Selection of pilot project areas, implementing 
agencies and operationalization of the research study 
in the ICDS Programme, The guidelines for the two 
working groups were circulated among the participants. 


; 6-3 


On the concluding days the reports of the working groups 
were presented in aPlenary session and the recommendations of 
each working group were finalised after aiscussion among the 
participants. The Programme Schedule of the workshop is at 
Annexure sas, A list of background materials distributed among 
the participants is given at Annexure IVe 


Valedictory Session 


Shri SP. Shukla, Secretary. Department of Women and Child 
Development delivered the valedictory address. ‘Shri DeP. Sethi, 
Director, NIPCCD welcomed the chief gueste pr (smt) Meera 
Patankar, Joint Director (Child Development)» NIPCCDe presented 
a summary report of the workshop. | 


Shri S»P. Shukla in his valedictory address expressed 
the hope that the workshop proceedings would provide a useful 
input in the formulation of programmes for adolescent girls 
during the Eighth Plan. He underlined Ahe need to stress the 
overall development of adolescent girls and added that they 
should be looked J BOS purely from the point of view as 
‘future mothers ‘/ but infthe right perspective. Reminding 
everyone of the/existing inequity between biological and 
demographic factors in boys and girls, he urged the removal 


of the existing inequities anchored to the existing programmes 
for the development of adolescent girls... 


Further, he said that any programme which is visualized 
for adolescent girls should endeavour to encompass the 
programmatic interventions that will ultimately enable this 
crucial segment to deal with these inequities in a better way. 


He also drew attention to the need for a forum for 
discussing the means whereby this target group can be enabled 
to acquire skills to meet situations in a better way. He 
felt that/the age of target group of adolescent girls should 


be 10-18 years, to ensure the postponement in their age of 
marriage. / 


He said that the social transformation in girls will not 
come at a low investment. He urged the need to have a meaningful 
programme for the uplift of adolescent girls. , 


Dr Dinesh Paul, Deputy Director (Health), NIPCCD proposed 
the vote of thanks. The main recommendations, as finalized in 


the valedictory session, are given in Section II of the report. 


The following pages of the report contain the major 
recommendations made at the workshop, the keynote address and the 
discussion papers presented by the participants in the workshop. 
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RECOMMENDATIONS 


Two working groups of participants discussed the . 
critical issues in the following areas: 


i) Development of guidelines for the selection of 
beneficiaries and the various components of a package 
Of services that are cost-effective and replicable at 
the national level; and 


41) Selection of pilot project area, implementing agencies 
and operationalization of the programme in the ICDS 
blocks. 


Ze The following recommendations emerged during the discussion 
in the working groups. | 
eee: eee 

A. Beneficiary 

Je Adolescent girls in the age group of 10-14 years should 

be considered/ f@lusion as target beneficiaries because 

(i) several studies have indicated that/under the Indian 
conditions the peak spurt of growth, which is the second avail-~ 
able chance for a girl-child, is normally achieved by average 
13.7 years of age/and (44) the ICDS programme already makes a 
provision for women in the age group of 15-45 years. Inclusion 
of adolescent girls in the age group of 15-18 years, therefore, 
would result in duplication of efforts and wastage of precious 
resources. The package of services for the adolescent girls 
should be incorporated in the ICDS or any other existing 
projects like DVYCRA, UBS and other rural development programmes, 


B. Package of Services 
4e The following services were identified as the most 
important for : 

Ay) Functional Education and Vocational Training 


ii) Health and Nutrition Education 


4ii) Immunization against Tetanus 
iv) Prevention of Anaemia 


(i) 


(1i) 


7-9 3 


Functional Education and Vocational Training 


Se This refers to education and training to be 
provided to facilitate economic and overall development 
of adolescent girls. For undertaking this effectively. 
it is important to study the needs of the community, 
the interests and aptitude of the adlescent girls, 
availability of resources like raw materials, training 
personnel from the ongoing programmes. 


6. Apart from the usual activities that are 

included like sewing,tailoring, making soaps and 
detergents, candles, processed foods etc, it was 
suggested that creches for child care may be developed 
as a platform to provide an Opportunity to young 

girls in mother craft, health education and home 


Cee / 
Health and Nutrition Education 
ye The following contents of health ana nutrition 
ware were reccnnenercs 
a 


a) Increasing awarene ss of the ongoing development. 
_ programmes and use of available services 
including MCH services; 


b) Information on reproduction cycle and care 
during pregnancy by frontline workers; 


c) Effect of age at marriage and family planning 
on health. ys 


dad) Care of newborns and infants, including 

'' growth monitoring, improved infant feeding © 
practices, diarrhoea management and 
immunisation; and 


e) Protection from diseases such as ces f: 


8. Some important additions in the topics suggested 
weres personal hygiene, environmental sanitation, 
sexually transmitted diseases, nutritional require- 
ments during different physiological stages, and 

the food sources and food taboos, | 


9. It was suggested that training materials already 
available on the subjects be identified. A Core 
Group may be formed to scrutinise the available 
training materials, identify the relevant materials 
and develop new ones as and when found necessary. 


4a 10. More radio and television programmes need to be 
developed and the means of communication should be 
informal and interesting. Adolescent girls need to 
be involved in the development of educational 
programmes, for example, role play, drama, songs, 
discussion etc., as also development of other 
training materials. 

Soy 


(441) Immunisation against Tetanus 


11. As there is already an existing Universal 
Immunisation Programme, there is no need to have 
a different system or infrastructure for delivery 
of immunization to these girls. However there is 
a need to monitor the immunisation of adolescent 
gixls in particular, 


(iv) Prevention of Anaemia 


42. All adolescent girls must be given iron and 

folic acid Pore NOR tH aoe dose already being 

delivered under the Anaemia Prophylaxis Programme 

(L.e. 60 mg elemental iron and 0.5 mg folic acid) 

may be given to adolescent girls. / It is essential 
nd 


~ vy) 


to monitor the iron and folic acid supplementation 

in terms of beneficiaries who have had a minimum 

of 100 tablets per year. This will facilitate better 
nutritional surveillance. The Anganwadi Worker will 


“need to identify some of the adolescent girls and 


make them responsible for distribution of iron and 

folic acid tablets to create a sense of responsibility 
and participation among the beneficiaries. The iron and 
folic acid tablets provided to adolescent girls should 
be recorded on individual cards so that the monitoring 
can be facilitated and a sense of accountability created 


among the providers. 


Supplementary Nutrition 


13. Due to the financial constraints it was felt 
that the supplementary nutrition may be provided only 
to the young girls facing the hazard of "high risk’. 
It was decided that certain criteria recommended by the 
Indian Council of Medical Research (ICMR) standards 
may be considered. The criteria of "high risk* were 
@iscussed indepth and finally it was decided that the 
giris who have weight of less than 25 kgs or have 
height less than 135 cms or both should be considered 
as at “high risk’, because the girls with low 
anthropometric measurements are likely to have high 
maternal mortality and low birth weight babie » these 
being the entry points for providing supplementary 
cle eats Sosene Woh coeds SUNS atead BRE fo" 
¢Y supplementary 
nutrition for them may be withdrawn as and when these 


girls attained a weight of 38 kgs or height of 
145 cm or both. | 


g 
~ f 
4 


fo 14. The composition of supplementary nutrition 
should be based on locally available foodstuffs anda 
should ensure supply of one-third calories as per the 
Recommended Dietary Allowances (RDA) i.e. 600 calories 
and half the protein requirements i.e. 20 De 


15./ It was felt that the ICDS infrastructure may be 
utilised for delivery of supplementary nutrition to 
the adolescent girls. The timing of distribution of 
the supplementary nutrition may vary according to the 
local situation. The adolescent girls may assist 
Anganmwadi Workers by rotation in preparation and 
distribution of supplementary nutrition. This would 
create a sense of participation among the community 
and also act as a source of nutrition education for 
the adolescent girls. / seer 


16. It was felt that the supplementary nutrition 
should not result in being the only incentive for 
adolescent girls to avail the above mentioned package 
of services, because/the ultimate objective is their 

overall oe 


C. Strategy for Reaching Adolescent Girls 
(3) General Strategies — 


17... All school and noneschoolegoing adolescent 
girls in the age group 10-14 years in the village 
should be, ‘involved as it will lead to a collective 
“self image" enhancement, 


18. / Identification and enrollment of adolescent girls 
needs to be doe to the extent possible. sSchool-going 
girls will be involved in conducting a census in the 

’ village under the supervision of AWW/Teachex/DVCRA 
worker. | 


19. The exercise of village level situational 
analysis will be conducted to raise pertinent 
issues specific to that area, The whole training 
programme and intervention programme will be 
designed, based on the findings of situational 
analysis, which will facilitate and enhance the 
"self image’ as a key issue. 


20. /It was strongly recommended that ICDS and 
IWCRA should be the focal point and no extra post 
be created to implement the programme. 


21. It was recommended that financial incentive is 
essential, which may be shared between the ICDS 
worker and the worker of the DVCRA or any other 
developmental sans Aalaniets 


22. / Convergence of the existing programmes such 

as IWCRA, ICDS, literacy programme and other 
development programmes such as water, non-conventional 
energy programmes was considered essential. All 
efforts should be made to actively involve the 

ather developmental projects in the delivery of 

_ services to reach the adolescent girls. / 


23. It was suggested thatvat the block and village 
level, a committee should be formed which should 
ensure convergence by having representatives of 
various development programmes. / 


24, It was considered important that Asrents ane 
opinion leaders in the community should be 
sensitized periodically, , 


(11) Strategies to Reach Non school-qoing 
Adolescent Girls 


f25. All activities should be coordinated through 

_ the village committee which may be a Mahila Mandal, 
Or a new committee, consisting of ICDS functionaries, 
DWCRA worker, school teacher, multipurpose worker 
(MPW), panchayat functionaries, Block Development 
Officer’s (BDOs) and opinion leaders. 


26, The key functionary to reach the adolescent 
girls will be AWW/Helper.s If€ a suitable worker from 
the ICDS system cannot be found, steps should be 

taken to identify another worker from other develop- 
mental progranmes. 


ay oe ai The training methodology used will emphasize 
participatory methods, such as learning by doing. 
Sample training modules on specific subjects will 

be drawn up through consultation with the implementing 
personnel of various training centres, 


(441) Ski11 Training Inputs for Reaching the 
_ Non school-going Adolescent Girls 


28. The DVCRA and IRDP infrastructure should be 
utilised in providing skill training in appropriate 
subjects, already identified in the situational 
analysis. This forum will be used for imparting 
appropriate messages. Economic activities need not 
be linked up to skill training as the latter by itself 
leads to self-image enhancement. 


(iv) 


29. The situational analysis will bring out 
pertinent health issues that may need solutions such 
as control and prevention of anaemia in adolescent 
girls, child spacing, tetanus and iodine deficiency. 
The adolescent girls may also be trained to form 

a part of the health brigade which is closely 


'dinvolved in supporting national programmes such 
/ as _. ORS, UIP, low cost toilets, smokeless chulhas 


and enyironmental hygiene. This will further enhance 
image building, | 


30. The training inputs should be for at least a 
ae of three years, more if geet : 


316 Issues such as sexual SE BIEN multiple 


marriage, age of marriage should form an integral 
part in the training of adolescent girls. This 
has been found to enhance self-image considerably, 
particularly if supported by follow-up action. 


32% Basic numeracy and literacy skills should 
form an integral part of the training curricula 
for adolescent girls. | 


33-6 All health inputs should preferably be 
coordinated with the active support of MPW and 
Medical Officer, 


Strategies for Reaching Schoolegoing Girls 


34, The existing skill infrastructure as well as 
projects earmarked for ‘Socially Useful and Productive 
Work (SUPW) will be exploited fully to train adoles- 
cent girls. School-going girls will also be involved. 
at frequent intervals with their sisters not coming 


to school through Qirl-to-girl and Cnt aes 
approach, 


16 4 


35. fall Opportunities should be explored 

(e.g. religious functions, theatre groups, exhibition 
etc.) to bring together school-going and non schoole 
gOing girls. This will substantially bring about 
the enhancement of self-dmage as well as fill the 
existing gaps in their knowledge and perception 

that may exist. 


D. Criteria for Selection 
(i) Project Area 


36. It was recommended that consider ing the 
geographical and ethnic variations of our country, 
at least 10 or more pilot project areas should be 
considered, to look at their replicability. 


37% The project is to be implemented where ICDS 
has been in operation for a minimum of three years. 


cf: The ICDS project should be fully functional with 
an established infrastructure. 


39. The identified blocks should have a functional 
IWCRA and literacy programme, “In the case of urban 
projects, there should be a functional UBS programme. 


40. It was agreed that the criteria suggested 
earlier in the research design of high IMR, high 
prevalence rate of anaemia need not be adhered to, 
‘for selection of pilot project areas. 


41. Sixty percent of the selected blocks should be 

4n xural areas including one in tribal areas and the 
remainder in urban areas. Selected blocks should 
be representative of the ethnic and geographical 
variations of our country. 


42. All village programmes covered by ICDS 
in the block should be included in the project. 


43. It may be noted that UBS workers may be 
identified in place of DWCRA worker for urban projects. 


(ii) Implementing Agencies 
44. It was recommended that NIPCCD Headquarters, 
Home Science Colleges with field based experience, 
and NGOs with training and research capacities may 
be identified as implementing agencies for the 
research study. 


45. NIPCCD Regional Centres will coordinate with 
selected NGOs and other agencies. 


46. Training, monitoring and supervision of project 
activities may be done by the local Anganwadi Worker 
Training Centres and Middle Level Training Centres. 3 
The trainers have to be given participatory training 
skills to carry out their functions effectively. 


47. The identified implementing agencies should 
have a good understanding with the State Government, 
Medical Colleges, training centres and other 


collaborating agencies both Government and None 
government, 


E. Strategy for Operationalization of the Action 
Research Project 


48. It was agreed that this workshop must be | 
followed up by constituting a working committee whose 
members should be representatives of implementing 
agencies and experts working in this field. This 
committee would facilitate monitor inge evaluation 

and coordination of the research study. : 


SECTION III 


KEYNOTE ADDRESS 


y 


Keynote Address 


- O 
SOME PRACTICAL CONSIDERATIONS 


= Go Gopal an” 
In recent years there has been a remarkable upsurge of 


interest in the health and nutrition problems of women in 
the country, thanks to the vigorous "women's movements", 


which have served to/highlight current disabilities of our 


women.” In order that this new awakening is channelled into 
truly constructive directions, it is important that the 
scientific foundations of our present concern with respect to 
women's health and nutrition are clearly understoode 


The Current Picture 


To be sure, during the last forty years, there have 
been some impressive gains with respect to women’s health. 


‘Life expectancy at birth for the female in the country, which 


stood at 31.7 in 1950, rose to 54.7 in 1980 §) , Female infant 


mortality had declined to 97 (1986) and female child mortality 
{0-4 years) to 38.6 (1986) 6°), But while more women are thus 
*surviving', there is unfortunately not much evidence of 
substantial improvement in the health and nutrition status 

of the survivors. Three illustrative observations will 
suffice. 5 


1. Incidence of low birth-weight deliveries: - The 


hallmark of poor maternal nutrition in a community is the 

high proportion of babies born in it with low birth weights 

~ less than 2.5 Kg (small for gestational age). This Bae: 
portion was reported to be nearly 38 per cent in poor rural 
i ci rr 


*president, Nutrition Foundation of India, New Delhi. 


communities in South India in 1955 '12) , Studies carried out 
nearly 30 years later indicate that the situation today is not 
much better. Indeed, a recent study in Calcutta had actually 
revealed a shocking proportion of 56 per cent of babies with 

low birth weights among deliveries in urban slums of calcutta ‘?), 
This figure of 56 per cent is probably much higher than what 
generally obtains in the country; however available evidence 
would suggest that it is still the case that nearly one-third of 
babies born in our country are of low birth weights. Low birth 
weight of the offspring is not only an evidence of poor maternal 
nutritional status but is also an indicator of possible poor 
future development of the baby as the pioneering studies of 
Shanti Ghosh and colleagues had shown (9) We have, therefore, 
reason to feel concerned over the persistent high proportion of 
deliveries of low birth weight infants in the countrye 


2e Extent of growth retardation: The Indian Council of 
Medical Research (ICMR) had carried out a countrywide study of 


growth and development of children 1955 §8) , Almost 20 years | 
later, the National Nutrition Monitoring Bureau (nn) 4) of the 
ICMR had also published its findings of heights and weights of 
children (boys and girls) of different ages covering a large — 
part of the country. The earlier ICMR study included both 

urban and rural children, the latter naturally representing the 
predominant part of the total sample. The NNMB study largely | 
captured the rural communities. In order to fully ensure the 
validity of the comparison of the results of these two studies, 
we have taken into consideration, for our present purpose, only is 
the earlier ICMR data with respect to rural girls.” It will be 
seen from figures 1 and 2 that the ICMR data of 1955 and the 
NNMB data of 20 years later, both of them for rural girls, are. 
almost identical. There is no evidence of secular trend india 
cating improved growth performance in the succeeding generation - 
a feature expected of all successful developing societies. | 


3e Women at risks: It can be computed, on the basis of 
available growth data,/that today nearly 24 per cent of adult 
women in the reproductive period have body weights less than 
38 Kg and 16 per cent heights less than 145 om 4), These women, 
according to generally accepted criteria proposed by WHO, fall 
into the ‘high risk’ category ise. they are likely to suffer 
obstetric complications and give birth to offspring of low 
birth weight,“ especially in situations where antenatal care 
and obstetric services are below par. 


These observations broadly indicate the magnitude of the 
unfinished tasks with respect to improvement of health and 
nutritional status of our women. Available data on the current 
picture regarding the prevalence of anaemia, maternal mortality, 
sex ratio and the state of health care, serve to reinforce this 
broad conclusione . 


Age at Marriage 


‘Bven with the existing levels of poverty, a significant — 
impact on maternal nutritional status and birth weights of 
offspring can be achieved through just bringing about a rise in 
the age at marriage of our rural girls. It will be seen from 
Table 1 (based on/NNMB data) that between their 14th and 18th 
years, girls in our countryside gain on an average, 6-8 Kg in 
their body weights and 5 cm in their heights. The period 
14"18 years is thus a period of active growth for our rural 
GFL ass yIndeed, a comparison of the NNMB data on girls of poor 
rural M arenietes and/the recent NFI data on girls of affluent 
communities in India (7), would show that between 14 and 18 years, 
girls of poor rural communities despite their poverty, actually 
gain more height and more weight than the affluent girls of our 
population, who gain on an average only 2.3 cms in height and 
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3.5 kg in weight during this periode This seeming paradox is. 
attributable to the fact that menarche and consequently the 
adolescent growth spurt is delayed by almost one year in the 
case of poor rural girls. Between 14 and 18 years, there is a 
significant degree of catch-up of the growth levels of poor 
rural girls with those of the affluent girls. Thus the growth 
process continues for a longer time in the poorer group than in 
the well-to-do. For this reason, it is even more important that 
conception is delayed till about the 18th year in the case of 
poor rural girls than in the case of the affluent. Actually, 
however, it is the poor rural girls that are married off at a 
much younger age and have to start their reproductive career 
much earlier than the well-to-do. 


' The mean age at menarche in the rural girls of the country 
at present is about 14.0 years (8). A very large percentage of 
Our girls are pushed into marriage very early, the marriage 
being consummated almost immediately after menarche. Thus, a 
large proportion of our rural girls embark on their ardueee 
reproductive journey almost from their 14th year, and teenage 
pregnancies are the rule, : 


The proportion of girls of poor communities who are at 
vbstetric risk (as per the WHO criteria) at 14, 15 ana 18 years 
of age is indicated in Table 2. These data will show the 
remarkable impact that raising the age .at marriage could have on 
maternal, foetal and infant nutrition even in the current context 
Of poverty in our rural communities. Indeed, the data in Table 2 
could probably underestimate the order of this impacte “It must 
be remembered that in addition to the increased risk 


7 posed by 
their current immature body stature, there 


: : is also a crucial 
difference with respect to pregnancy as between a 15-year old girl 
and an 18-year old girl. In the latter case, there are two 


competing nutrient demands on the mother during pregnancy-the 
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demand for repair and maintenance of her own tissues and the 
demand for foetal growth and development. In the case of the 
former, however, in addition to the above two demands, there is 
also the added competing nutrient demand of the mother for her 
own further growth which could be quite exacting and significant. 
It is not surpirising for this reason that the incidence of low 


| birth weight deliveries is | significantly greater. in young 


Prepares 


-.. The latest census figures based on a complete analysis of 
data show that the average age at marriage for girls in the 
country as a whole was 16.7 years in 1981 °°), but this figure 
could be misleading. In the "problem" states of Bihar, Rajasthan 
and Madhya Pradesh, the mean age at marriage according to the | 
Census data of 1981 was between 15.5 and 15.9 years. / It was 
estimated that 25.2 per cent of rural girls in Uttar Pradesh 
were married even before 14 years of ages ~ 


It is unlikely that this distressing problem of early 
marriage will be solved through legislation. This is very : 
much a part of the picture of prevailing socio-economic under- 
development and must be addressed as such. 


Antenatal Care 


Today our antenatal services have not made the desired 
impact for the reason that our system of antenatal care is 
patterned on lines which may be appropriate and adequate for the 
affluent but not for the poore, At present a pregnant woman is 
contacted by the health services for antenatal care (if at all) 
only half way through her pregnancy. It may be remembered that | 
the woman is already anaemic (in a high proportion of cases) 
and stunted and of low body weight even at the start of her 
pregnancy. In the interval of barely 12 weeks between the time 
of contact by the Health System and the delivery of her babys | 
even with an efficient antenatal service, it will be extremely 
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difficult to correct, to any significant degree, the fairly large 
pre-pregnancy deficits that she is already suffering from and, 
in addition, provide for her added demands of pregnancye Thu se 
a stunted woman, who starts on her pregnancy with a body weight 
of 38 kg or less and a haemoglobin level below 8 g% is unlikely 
to achieve a body weight increase of more than 5=6 kg, and a 
haemoglobin level of 11 g%, by the end of her pregnancy with the 
type of inputs which our Health System is now able to provide. 
Clearly, therefore, the answer lies in ensuring that the 
opportunities provided by the precious years of adolescence are 
not wasted by our Health System. Programmes at improving the 
health and nutritional status of girls during their adolescence 
and programmes such as regular supply of iron and folate tablets 
right through adolescence are necessary sO that the girls can 
enter on their pregnancy with no serious initial handicaps. . In 
such a situation, even the type of antenatal care which alone is 
now possible in our Health System may still prove adequate, 


Family st According to the Registrar General's 
Report (1984) 1 » 43-1 per cent of all births in the country 
were accounted for by births in women less than 24 years of age 
and 69.5 per cent in women less than 29 years old. Our family 
planning programmes, which are largely directed to women over 
30 years of age, thusy in effect, address barely less than a 
third of the problem = very much like bolting the door after the 
horse has escaped $ It is not surprising that flattering 
official claims regarding “couple protection" rates do not tally 
with the actual observed impact on birth rates., Obviously, many 
couples who do not stand in need of "protection" are now being 
"protected" and serve to inflate official records:/ Sipiwe that 
several million births have been "averted", again based on the _ 


number of sterilisations or vasectomies, suffer from obvious 
fallacies for the same reason. 


/ These considerations underscore the imperative need for 
sex education to our teenage girls and the extension of a family 
planning programme = not terminal methods, but "a family- 
planning education programme" designed to promote and propagate 
methods for spacing of births, including particularly contra- 
ceptive procedures not dependent on drugs or gadgets, such as 
the "periodic abstinence method" (safe period). Young married 
couples are more likely to accept contraceptive advices It is 
amazing that while, under the advice of International Agencies, 
we are prepared to undertake elaborate educational programmes to 
teach our rural women and girls the “intricacies" of growth- 
charts and of plotting graphs, spending a lot of time and money 
in the process, we tacitly assume that our women are too | | 
"ignorant" to understand the significance of the "safe period". 
Evidently propagating knowledge of the safe period is not an 
attractive “commercial proposition" $ Such a family planning 
education programme beamed to adolescent girls cannot be carried 
out in isolation. It can only be undertaken as part of a 
comprehensive programme of “education for better living" and 
vocational training, for our rural girls, of the type which we 
have repeatedly advocated (1° : 

Our Pamily Planning policy so far has been largely 

- "technology-centred" rather than "people-centred". tI had earlier 
strongly advocated alternative strategies (10) , I had pleaded 
for the introduction of such imaginative programmes as 

(1) “Delayed marriage bonus" = interest bearing bonds of 

Ri. 50/= per month for a period of about 6 years (12 to 18 years) 
to girls of poor rural families cashable only after the attain- 
ment of 18 years of age, the bonds being not negotiable if the 
‘girl marries before attaining 18 years of age and (2) "Delayed 
maternity bonus" in the form of interest bearing bonds of 

Re 50/= per month for 3 ‘years, the bonds being cashable only in 
case the birth of the first child does not take place before she 
attains her 21st year of age". The total cost of a programme 


of this nature if it is selectively beamed to girls of poor 

ral communities will be a fraction of the cost now being 
incurred in our family-planning operation which by all accounts 
have not been a shining succesSe I had particularly advocated 
that such a programme of "incentives" should be a part of an 
integrated programme of "Education for better living and 
vocational training" of our rural adolescent girls. 


The Wasted Years of Adolescence 


‘tn our developmental programmes as they stand today, 
there are not special efforts specially beamed to adolescent 
girls. These girls, having generally dropped out of schools 
before their 8th or 9th year, are not reached by the School 
System; antenatal services start only after the onset of 
pregnancy. The intervening crucial years of adolescence 
between their dropping out from school and the onset of preg- 
nancy, during which period much can be done by way of equipping 
the girls for better and more productive citizenship, and 
safer and more competent motherhood, are truly wasted years - 
years Of wasted opportunities., This is the basic deficiency in 
our present developmental system which needs to be addressed, 
if significant improvement in the health and nutritional status 


of our women and children is to be'achieved within the next 
20 years. 


I ventuce now to offer some conérete suggestions Souci 
uplift of health and nutrition status of women, especially of 
“our poor communities. 


(1) Some of the measures recently announced by the 
government must be welcomed and should not be straightway 
discussed as populist, "pre-election" exercises, The efforts 
to decentralise planning and administration and to set up 
village panchayats, if faithfully implemented and not 
politicised, can certainly promote better community partici- 
pation and involvement in health/nutrition and wel fare programmes 


and can also ensure greater accountability. The logical follow-~ 
up Of this proposal would be to set up autonomous village level 
mahila mandals (women's clubs) with adequate financial support 


and powers to be entrusted with the responsibility for all 


health care and nutrition programmes at the village level. All 
village level employees, irrespective of the Ministry that had 
Orginally recruited them, must be deemed to be employees of 
the mahila mandals and must be answerable to it. District 

and block level welfare functionaries must interact with the 
Mahila mandals and must provide them such necessary technical 
service and guidance as they may need. ‘At present, there are i 
no effective functional linkages Hepiesn employees of different, 
sectors operating at the village level. Indeed, very fre- 
quently, they work at cross purposes. This situation could be 
corrected through the arrangements discussed earlier. : 


(2) “ voluntary health brigades composed of young girls ,; 
and boys in the village - somewhat like the Scout movement - /) 
could be encouraged. /The recruits could be provided a general 
broad-based training; and from among these candidates, all 
recruitments to village level operations could be made with such 

further special training as may be necessary for the jobs to 
which they are being recruited. 


(3) The proposal to generate employment for women in 
rural areas again holds out vast possibilities. However, Lt 
this effort is not to degenerate into a populist exercise, it 
is important that a meaningful shelf of productive works which 
could be effectively undertaken by the village women and men 
must be carefully identified. These works must include a number 
of health/welfare operations as well, which are within the 
competence of the village people to carry out after a period of 
training. This again implies careful village level planning 
and a well-defined and well-implemented training programme. 


It is one thing to create jobs on paper; it is quite another to. 
find the people who are adequately qualified to do these jobSe 
We already have the distressing experience that in tribal areas 
and among scheduled castes, it has not been possible to find 
girls with the requisite minimal educational qualifications who 
could be recruited as anganwadi workers, with the result that | 
these qualifications had to be scaled down to the detriment of 
the efficiency and quality of the services. Ultimately, it is 
not through reservations or through putting a premium on 
backwardness and mediocrity, that we can expect to bring about 
true uplift of women of poor communities. As important as 

‘ creatd ng jobs for women is the need to increase their 
sloyability through proper education anda training. 


(4) A good proportion of posts of teachers in rural 
schools can be reserved for rural women. This step will also 
help to bring about a better linkage of the rural school system 
with the community and a better utilisation of the schools for 
the promotion of community welfare, | 


(5) As I had mentioned earlier the Nutrition Foundation 
Of India had advocated a programme of "Education for better. 
living and vocational training of rural adolescent girls" §10) , 
tt is gratifying that this proposal has attracted wide attention 
and several programmes have been proposed on the lines of this 
proposale A programme of this nature can help to generate the 
health brigade referreg to earlier. It can also help to train oe 
candidates for specific jobs which are available, | Indeed, with 
the announcement Of the employment generation programme and the 
decision to ceserve a proportion of the jobs for women, it will 
become even easier to organise a programme of vocational training 
for women directed to certain specific purposes. = 


= 


The problems which beset women in our country are 
formidable, but there is no doubt that there has been a 
perceptible change in public opinion and in the political 
climate, with the result that these problems are now getting 
increasing attention. Specific programmes and proposals for 
combating the current disabilities of women, especially with 
respect to their health and nutrition, are being discussed 
more intensively today than ever before. It is to be hoped 
that the enthusiasm that is now being generated, will lead 
to tangible results within the next two or three decades. 
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Table 1 


Heights and Weights of Poor and Affluent 
Girls at 14 Years and 18 Years 


Age a: Height (ems) Weight (kg) 
(Years) Poor Affluent Poor Affluent 
14 145.9 156.6 35e1 47.4 
18 150.9 158.9 41-9 5205 


* NNMB (Rural) 


** NFI study (SR.10). 
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“Table 2 


_ Percentage of Rural Women” at_ Obstetric Risk 
| at Different Ages 


— . 


Ages -% below 38 Kg % below 145 cms 
14 Yrs. 68 45 
15 Yrs. 47 39 

= 18 Yrs. 24 16 


_%* NNMB, (Rural) 1980) 
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women to the overal] process of development, as well as to 
the health ang wellebeing of families, has led tov’a wide 
array of women's programmes in health, nutrition, education, 


agriculture, credit, legal aid and social services, /Illiterate,; 


/ j 


women is increasingly recognized as a limiting factor to the 


success of these efforts, Many come to adulthood carrying 


mind through educetion. But what of the transition: the time ~ 


when children grow from dependency ana social forebearance to 
gradually assume their roles as responsible adults in an 
interdependent and evolving society? “Adolescence begins with 
the physiologically Objective onset Of puberty, am terminates 
in the more vague psychological and social concept of 
"adulthood", spanning much of the second decade of life. a 
time of almost constant change — of mind, body and social 
relationships - this formative period is almost totally 
neglected in the case of public programmes, and even more 
©Xemarkable, largely ignored within many sociocultural Systemes 
:. rural girls in particular, the end of childhood marks the 
beginning Of adulthood - adolescence is an unafforded luxury. 


1* Senior Adviser, Health and Nutrition, UNICEF, New Delhi. 
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fo. Self-esteem: Lack of self-esteem is one of the most 


yet, adolescence provides an unparalleled opportunity to 
address critical elements of human develope nt - in health, 
physical growth, socialization, intellectual development and 


social justice. / 
SA 


First, let me review the overwhelming array of facts 
which make programming for adolescent girls perhaps the most 
exciting and promising initiative in social sector development 


of our time. 


Opportunities and Challenges 


le Formal education: No single element has been found to 
correlate more closely with the entire spectrum of desired 
social outcomes: health of entire families, financial advance- 
ment, adoption of new technologies, smaller families, social 
and legal justice and many more, are all associated with 
higher levels of female education. /Raolescence is a time of 


| active learning, of intellectual receptivity, of social 
|" conditioning,/ No programme should be seen as a competing 


Opportunity, @Grawing girls away from school, and every programme 
should aim to maximize time in formal schooling for girls. 


crippling elements of young female life in many developing 


_gsocieties./ To be accepted as a responsible adult, capable of 


dealing with her peers, with village leaders, with government 
functionaries and systems is an important attribute which 
could be gained by young girls during adolescence.’ There is 
much evidence to show that the major effect of education 
girls comes from socialization, awareness building, self« 
esteem and the public recognition of their competence which 


on 
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comes through attending school. Education transforms not 
Only the girl, but also her image in the eyes of her family, 
and in the future, her inelawse “Our programmes should 
perform this function, even for out-of-school girls. 


3e fo Community interaction: In so many communities girls, 
upon reaching puberty are withdrawn from school, placed in 
"purdah" and are no longer in contact with society at large. 
Cut off from communication and access to information, they 
are Often restricted from services, information, basic 
knowledge. Fearful of interaction outside the home, this 
seclusion extends to a life time of isolation. Programmes 
for adolescent girls should Sponsor community interaction 

in a responsible, mature and positive way, enabling girls to 
recognize leadership structure, interact with older women 
through such organizations as Mahila Mandals, and other support 
groups and services which are available within their communi- 
ties. Participation at this young age would continue into 
adult life and strengthen women's linkages outside the home 
to their communities and the larger society ./ 


4. Peer relations and continuing education: Peer relations 


are the most important single factor in continuing learning 
through life as well as building gel f-esteem. / By learning 
together in an environment that is encouraging and positive, 
girls will become more famillar with their colleagues, capable 
of helping them to solve problems and to share information 
throughout life. Thus, interactions amongst girls is an 
important strategy for reaching their goals as womens 
Continuing education for out-of-school girls, through village- 
based group learning at convenient hours will both solidi fy 
peer relations and consolidate literacy and learning tei 
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Investment in primary education can be considerably enhanced 

and continuing literacy assured only if reinforced by continuing 
education. Practical self-guided curriculum and attractive 
learning materials in the hands of village adolescent girls 
could institutionalize self-learning as a lifelong process. 


5e Vocational training: Women with marketable skills for 
income generation will not only contribute to the economy but — 
also enjoy the independenceand respect of a money earnere 

Girls who learn such skills before marriage face a more 
equitable and less dependent relationship. Of particular note 
are the numerous studies which show that expendable women's 
income is used preferentially for family welfare expenditures 
(health, nutrition, clothing,, education) far more than income 
controlled by men. 


6. Awareness of rights and opportunities: In addition to 
education and training, programmes must help a young girl to 


be aware of the many other resources available to her as an 
adult in society. Familiarity with health services at sub- 
centres, with ANM's, with primary health care with ICDS and 

a sense of ease in dealing with these health and social 
resource systems is important. In addition, she must learn — - 
about various government programme in agriculture, creaitiget. 
women's organizations. and legal assistance. A oirl must be 
well informed of legal rights which give reeourse in the event 
of abuse, rape, dowry, Givorce, etc., and know where to seek ~ 
help when it is needed, Her active participation in | 
democratic process in her village as. well as in the natt onde 
essential for the evolution of a just and equitable society. ? 
Building an awareness of rights and privileges is an important 
objective for any programme for adolescents. 


7. Family perceptions and aspirations: The traditional 


paradigm of family life has little space for female adolescence. 
The need for a young girl's labour in sibling care, and in the 
endless list of househola tasks, concerns for her chastity and 
resulting purdah, and the pressures of dowry, for early 
Marriage compete with our goals to provide a richer and more 
Open adolescence. Many parents see little value to educating 
daughters, an attitude that may Only change when their 
sons demand better educated bridese Our programmes will need 
to balance these conflicting family goals, providing adequate 
benefits in the eyes of the family to allow girls to participate. 
We will have to provide those services that parents are yet to 
-. appreciate for the tremendous benefits that will accrue, not 
only to the girl, but also to her family and society as a 
whole. A gradual process where daughters are educated, better 
nourished, more healthy and self reliant, while not neglecting 
family e:pectations for child care, family chores, or family 
virtue, may lead itself to a later age at marriage and a better 
partner as a result} | 


 & Child Gare: Already heavily involved with care of 
younger siblings, adolescent girls are optimally receptive to 
information on child care. The array of simple activities — 
related to child care that can be learned at this age is of 
critical importance particularly as nuclear families become 
the norm. Here, learning through experience rather than 
through didactic teaching techniques will enable a young woman . 
to understand the Critical importance of exclusive breast-= 
feedi ng,patterns of normal growth in a child, appropn ate age 
and foods for weaning, the importance of immunization, home 
care of diarrhoea, basics of hygiene and sanitation, preventive 
health caree By actually caring for children under guidance, 
young girls can internalise these and other critical eure. care 
principles, establishing a basis for a healthy family life for 


the generation to come. 


With the onset of puberty, a young woman's life 
It is from this time that the monthly 
ssive anaemia and the remarkable 


96 Healths 
changes dramatically. 


loss of blood leads of progre 
eficits which result in: weakne€sS, : 


array of physiologic d 
most important, 


susceptivility to infections, lack of energy and, 
lack of blood reserve in case of traumatic blood loss and in 
child birth. Programmes to assure adequaté iron and folic acid 
for all women from M@€farche are, therefore, criticale An 
understanding of personal hygiene, and the care of her own 

body will enable young women to care for themselves, and a 
reduction in the expensive suffering from gynecologic disorders 


characterizing many rural women's lives, will result. 


10. Reproduction: At no time is a young woman so receptive to 
objective, scientific education on reproduction and the resulting 
attitudes towards child bearing as when her own body is uncer- 
going the changes leading to womanhood. A clear knowledge of 
normal human reproduction should be considered the right of 

each and every female. This should not be learned in quiet. 
whispered ways, Or with inappropriate cultural prejudices 

but rather an objective straight-forward, scientific, health- 
oriented understanding of human reproduction and its control. 
Open, objective, unbiased information is a major strategy to 
assuring the right of each woman to control her own fertility 
and her ability, along with her husband, to plan her family. 


y a Nutrition: The pre=pubertal growth spurt is the last 
Opportunity during which nutrition interventions can : 
predictably change the adult size of a woman. Adult size, 
measured readily by height, also reflects an entire array Of 
‘physiological measurements which determine work capacity 

ce 
safety and ease of child birth and thereby obstetric risk to 
mother and child as well as the incidence of low birth weight. 
Survival itself, for both mother and progeny, is affected bv 


maternal body size. Of greatest importance is the evidence 
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that optimal nutrition during the brief period of pre-pubertal 
growth spurt, some 18 to 24 months immediately preceding 
menarche, results in catch up growth from nutritional deficits 
suffered earlier in life. Thus, the nutritional opportunity 


prior to the onset of menarche may be the most important single 


time in the life of a woman to receive optimal nutrition. 
Upon the success:of proper growth, and even catch-up growth, 
during this period rests-her own health, her own work capacity, 


her ability to have healthy pregnancy and safe delivery and the 
health of the next generation. 


Any programme that is designed for adolescent oirls 
must be cognizant of all these opportunities and challenges 
which should be articulated and recognized as worthy objectives 
of any programme, Let me then, with these many goals in mind, 


suggest some principles and strategies in establishing such 


programmes. 


Principles and Strategies 


1. Decentralized planning: Let us start by admitting that 
we do not know what is best for these girls, how to train them, 
involve them, what teaching methods and activities are most 
beneficial. From this base of genuine humility, let us 
establish a set of principles and goals to which all those 
involved in programmes for adolescent girls can subscribe. We 
must recognize that there are many approaches, and that those 
who know best are probably not here amongst us, the planners, 
but rather out in the rural communities and villages. We must 
admit that the most severe constraints to effective programming 
for adolescent girls are cultural, and that workable programmes 
must emerge from local cultures, even while expanding their 
boundaries. By establishing carefully thought out principles, 
objectives and goals based on programme opportunities as 
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described above, We should decentralize the programme design 
and implementation in order to allow maximum ingenuity, genuine 


participation and cultural acceptability. 


2 Maximize schooling: There is no alternative to a full 
education.e Let nothing in our programmes appear to be 
attracting girls out of school or in any way dissuading girls 
from attending the formal education system. The proven benefits 
of that system are sO great to the individual as well as to 
—gociety that every action should continue to support girls in 
school for as long as possible. We must continue to press for 
parental understanding and appreciation of the value of educa= 
tion in the context of enlightened self-interest. Let our 
supplementary programmes address themselves to girls who are 
out of school and, for whatever reason, unable or unwilling 
to participate in the formal schooling process. Indeed, a 
measure of success would be the return to school of dropouts, 
for as schools evolve to better meet the wide array of needs 
appropriate for adolescent girls, a declinnig number of girls 
will require special village-based programmes for their 
education and welfare. 


3e Experiential learning: Let us recognize that the most 
powerful means of learning is through experience and that 
Gidactic methods, particularly over short periods of time, are | 
fraught with difficulty and almost invariably with failtre,. 
Experience. is not only the best teacher; it is perhaps 

the only teacher, and therefore our programmes for girls 

should be entirely structured in a fashion that girls learn 
through interaction, through experience, through observation, | 
through enjoyment. Let this not be another formalized lecture=- 
bound training programme. Those don't even work amongst ARRAS 
people. They certainly wOn't work amidst our target group 

of disadvantaged and neglected adolescents. 
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4. Avoid exploitation: This programme must not be an 


exploitative one. Girls are not Cheap labour to be used as 


_ additional helpers in any programme. While there is no doubt 

— that the experience and learning can bring with it an element 

- of service at every juncture, let us ask whether our proposed 
action is more advantageous to the girl or to the programme 
activities. Let us always decide in favour of the girl. In 
terms of hours, tasks, decisions as to when she should come 
and go, level or intensity of her participation, convenience and 

_ benefit must invariably dictate our decisions. 


ce Flexible and evolving content: Programmes should be 
designed for change. Adolescence is a long time, starting about 
ten years of age and extending to marriage (or other independent 
adult pursuits) ie 18 years or more. No single programme can or 
should address the entire array of needs and opportunities which | 

will, in any case, vary by place, culture, age of the adolescent 
as well as over time. Yet, timing can be critical: nutrition 
interventions must occur, perforce, prior to menarche, optimally 
starting at the first sign on breast development (the most 
obvious sign of the h rmonal activity which is responsible for 
the adolescent growth spurt). Beyond:menarche, which occurs 
some two years after the start of puberty, bone growth slows 
and soon halts. Extra feeding beyond this time is Of obvious | 
benefit to overall health and well being but cannot be expected 
to enhance adult stature. As girls are often left in schools 
until menarche, a strong school feeding programme is of obvious 
value, not only to nutrition but also for its proven benefits 
to attendance and learning, Other programme interventions might 
also be phased according to a girls development: child care 

may precede reproduction in family life education, exploring : , 
health and social services may occur years before discussion of 
legal rights, home making may come before vocational training. 


j 
! 
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There is time for all our goals, provided we are not rigid. 
Above all, girls need time to dream - to indulge their busy 
lives with moments devoted to their future aspirations. I hope 
our programmes will provide space for adolescent visions of 


tomorrow, to allow them to create a better happy future. 


66 Adequate funding: Finally, let us admit we owe it to them 
Then let us pay for it. Too many programmes are designed on a 
shoestring, attempting to get something for nothing. This 
programme will cost money. Money that will be well invested and 
should be considered the right of a very deprived segment of 
society. While cost containment is obviously of critical 
importance, there should be adequate resources to provide food, 
useful learning materials and attractive different incentives 
such as a culturally appropriate item of clothing. We should 
think of and include other confidence and prestige building 
elements that will bring girls into this programme with pride, 
with reasonable expectation, with benefit to themselves and to 
the community. There is perhaps no other segment of society 
less served at the moment. 


Let us develop programmes for young girls that will help 
them grow into healthy women, knowledgeable about themselves _ 
and their future goals and responsibilities, aware of the 
world around them - its opportunities and dangers and able to 
be. self-respecting and independent adults. The benefits of all 
_these efforts will undoubtedly enhance not only our own life 
time but be an appropriate legacy to the next generation. 


indian Adolescents and Their "Health" and 
"Re eproductive Health" 


t 
-~ Prema Bali. 


if Preamble of Social Perspective 


z In India, by and large, the "adolescent age group" is 
converted into adulthood with a skip, due to social customs of 


| early marriage. The biological upsurge of the adolescence, 


_ and their social, sexual conflicts and confusions get submerged 
or sheltered under the canopy of "marriage". Therefore, thought 


} is needed on the "Reproductive health" of the adolescent, 


because in India as well as in some of other developing countries 
| the custom of “early Marriage" does coax the adolescent for 
"early reproduction", hence tax their health, particularly the 

| female. ~ In order to give the magnitude of the various aspects 

| related to the adolescent "health and reproduction", the 

_ following data and information with the implied interpretations, 
. which may help to develop a relevant action programmes on 

Health and Family Welfare. 


_ Demographic Profile: 


i Table I - Population of adolescents 10-19 years in India(in thou- 


sands) 
a SR Ttl % of 
Seppe ines 7 Females a Adole fg oF Bee S cacy 
| oo AGOL fin Pop Adole re IT Pop 
& *age & %age 
moi; 2ig ll2. eospooa> 26, 005° 263,634°5537, 17 $47, 1372 19.5% 
9.7% 9.8% 
1978 34,985 328,274 ..32,313 305,919 67,291 634,191 21.1% 
10.6% 10.5% 
1983 39,548 360,496 36,899 336,718 76,447 699,214 21.8% 
. (1069% 10.9% 
S506 PONG Sort _ i i = oo - Zae lie 


Steere tl 


increase 79-83 
Note: 71-78 —- increase — 0.8% and estimated % 
0.3% = Total population as of Ist March 1979 and popu 
lation projection estimated by 1990. 
° e 7 
_* Professor, Centre for Community Medicine, AIIMS, New Delhi. 
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Table II- Distribution of "Rural and Urban" population adolescent* 


TT 


a7 nomena 


Raat SS Se rmmeremmnmmtnomenn acmmmcnaeca inti y enn 


Rural Urban Total 
78.4% 21.6% 100% 


ee 


Table III = Mean Age at Marriage 
Male (Yrs) Female (Yrs) 
SRS Ce Se 2a 
Rural 21.56 | 16 -67 
Urban 24.32 19.22 
Combined 22-24 LEsi23 


Table IV - Literacy rate in India (Percent of population 
excluding age group 0-4 yrs) * 
Male 46.0% 
Female 22.0% 
Rural 27.9% 


Urban 60.2% 


Table V-— Ratio of married couples' in India” 


Age group (Yrs). Total number + Per/i000 population 
15-19 yrs «» 12789, 587 A416 A 
20 = 24 ~ 3,767,890 | 34.5 
25 -w 29. 3,868,537 Soe. 
30 = 34 3,202,907 29.04 
35 = 39 2,793,509 25.6 
40 =— 44 ego ES 9S ra aed er 18.8 
Total 17, 469,551 160.1 


* Health Statistics of India, 1986. 


Table VI - Educational level upto adolescent age group" 


LLL COC IE CLI  TCA ES et CEE eLES SONG 


school going 
pope Non school going % 
USS IIBRALE AROS LCoS LS Ws SA Rae OCS SE ce ace 
Eramery 8 as .6e% . 7. 15% 79.17 
Middle 7.46% 2. 96% 10.42 
Matric or High 4.88% 1.46% 93.46 
Secondary s 


; | 
Health Statistics of India, 1986. 


Only 5 per cent of the total school-going male children 
reach upto matriculation/higher secondary standard, whereas 
Only 1.5 per cent of the girls reach upto the matriculation/. 
higher secondary level. Rest drop out from the schools within 
the period of primary to middle school level. 


In the Urban areas the literacy position is slightly 
better i.e. 15% Of male children are in matriculation or 
higher secondary level and only 6 per cent of female children 
reach upto that level. There is a sudden decrease at the 
university level. This implies that it: won't suffice, if the 
current action programme is only undertaken to provide 
reproductive education through formal education imparted in the 
schools, because very meagre population of adolescent is found 
in the school, that is, more than 60 per cent of the male 
adolescent population is non=schoolegoing and nearly 80 per cent 
of the female population is non-school-going and in urban 
areas, which needs to be approached with an informal methods. 
of education. (93 million children in the schools and only 
2 million in the universities) (1981 Census) - 


ee 
i 
13) 
ee 


Magnitude of Problems of Indian Adolescents 


(4) Self image: Keeping the rural and urban differentials in 
view, adolescents of rural areas, aS SOON 4S they reach their 
puberty age group, due to the customary practices of “early 
marriage" they start looking forward for the auspicious day, 
particularly the girls. As soon as the girl attains menarche, 
the worries surround the parents to seek a match, which also 
get assimilated into her thoughts, so in return she also 
starts preparing herself for marriage and looks forward to 

be a 'wife' and ‘mother’. Similarly the ‘boy’ who reaches 

the puberty and adolescence, along with his changes of secondary 
sex characters, his 'ego' also gets built up to accept the 
role of a "man" husband, and soon both of them become parents 
without accepting the role/responsibility of parent, which is 
shouldered by "their" parents, therefore, at this juncture it 
is very much important to bring an awareness simultaneously to 
both sets of parents, that is the "adolescent young parents" 
and "middle sged parents", both are mostly in the reproductive 
age groupse 


—_(ii) Social Attitude towards adolescent: In India by and 

. large there are no particular considerations given to them, 
neither for their peculiar physical and emotional aspects and 
problems, which take place due to the special period of spurt 
in growth and development, not for their psycho-social needs. 
Parents do not change their attitude towards them. They _ 
are continued to be considered children, hence a lot of 
emotional conflicts and tensions, they do develop due to 


nonrealization and careless attitudes of the parents, teachers, 


and society at large. This further leads to a lot of stressful | 


situation created by the malinteraction particularly between 


the urban adolescents and parents. I shall not dialate upon 


this aspect now, unless it would be deemed essential in further 
discussion in this meeting. The only point that I wish to . 
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emphasis das that it is very important that parents and society 

at present is not giving a considerable attention compassionately 
neither in rural nor in urban areas, conducive to their health 
needs and problems. They themselves are unable to channelise 
their "social and sexual" practices in a proper and positive 
manner. | 


(iii) Problems of adolescents we face: As it is previously 
said, the population of adolescents in India is proportionately 
| __ growing 19.5 per cent in 1971 to 21.1 per cent in 1978 and it 
is estimated that by 1983 would be 21.8 per cent ana by 

1990, 2265, anda by 2000 AD approx 25.0 per cent. 


Knowing that this is a very vital age group for two 
reasons (1) as it is an "entrant population" for "parenthood" 
(2) and it is a vital age group which is undergoing physical, | 
Psycho~sexual and social changes which needs a careful consider- 
ation and compassionate management for them. 


There are not very many research studies have been 
conducted in India on this age group to determine their health 
problems, attitude and knowledge towards family planning 
however, little briefs of others & my studies I communicate 
(for details please see back ground paper - sex education 
"keY note" address). 


; 
! 


(iv) a. Reproductive Problems: = "Teenage pregnancies" que to 
early marriage of girl. It has been reported that 10 per cent 
of all the deliveries @ccourringin Bombay hospital is of teenage 
mothers, = only 32 per cent of all the deliveries are of 


unmarried mothers. 


- Perinatal mortality is high among the teenage mothers 


aeliveries,. 


= Abortions : 4.5 million abortions are reported and it 


is estimated that almost similar number take place which remain 


unreported. Sincethe abortion law has been liberalised it has 
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been noted thet the number of unwed girls seeking abortion iS. ;; 
on increase in the urban areas. in the rural areas the problems 
of abortion are not acute as rural women yet do not come forward 


for abortion to M.T-.P.- centres. 


A study was conducted by the author among college 
students regarding reoroduction, contraception and Sex 
Education, which indicated that the girls from the lower socio- 
economic status did not have favourable attitude tcwards 
abortion. 


(iv) be Psycho Sexual Problems: Among the male is complete 
ignorance regarding fundamental facts about their anatomical 
developments and physiological functioning. They suffer from 
the lot of myths and misconceptions about masturbation, 
nocturnal emission and ejaculation; among girls regarding 
mensturation and ._pregnancy. Hence they build tension and 
anxiety to the level of dejection and depressicn. 


Girls not often but some of them develop even psychologica 
trauma at the time of menarche when they are misguided. So 
they develop a rejection attitude which they nurture within 
themselves unless counselled. | 


Most of other problems which need mention but due to 
shortage of time I stop here. 


(iv) €. Medical Problems: Venereal diseases are on the increase 
in urban areas - e.g. 8-10 per cent of the tots} cases who 
report at the V.D. clinics are from teenage group. A study 

Was conducted IN Himachal Pradesh by the author where otherwise 


the incidence of STD is higher in the country. It was found 


that 50 per cent of the total cases had contracted the disease 


in their teens and: now there i 
S an impending threat of ar 
problem of AIDS. ears 


(iv) d- Social Problems: fn urban areas they are on the 


increase in: 


(a) sex Crimes among teenagers 

(b) Drug abuse 

(c) Prostitution & Call Girlin yrban areas 
(d) Juvenile Delinquency 


(v) Problems we have yet to face: In the coming years, the 
absolute number of adolescent population is expected to be 


more than the previous yeers; due':to the ‘expected decline in 
infant and child mortality' their educational level will also 
improve. The rapidly growing urbanisation and impact of modern 
eminities will also have. influence in shaping their attitudes 
and minds to different directions than what it is today. If 
the attitude of parents and society would not keep pace with 
sOcial and physical changes, then tomorrow we shall face them 
with - 


(a) influx of young children 

(b) influx of young married couples 

(c) influx of young parents 

(a) influx of untamed and Uninformed adolescents, 
regarding sex and reproduction, which would create 
further problens. 


» 


Perspective of Current Action Programmes for Adolescents 


No specific and organized plans and programmes have been 
drawn or undertaken as yet. Although in a piece-meal manner 
some educational programmes are being carried out by the 
Government and voluntary organisations at various places, 

viz (i) the population education unit of the Family Planning 
Association of India has organised population education lectures 
programnes in some schools and colleges at Bombay. (ii) All 
India Institute of Medical Sciences, New Delhi, through the 
Centre for Community Medicine have carried Resear ch-cum=action 


Pea) 8 tag 


studies and programmes in the colleges of Delhi, and, in rural 


areas and urban slums, as well as by the author, to study the 

the attitude, and knowledge towards family planning, parenthood, 
sex and family life education. Lectures are delivered at 
various schools and colleges, and sex counselling services are 


being provided for at the ‘Sex and Marriage Counselling Clinic’ 
at the AIIMS Hospital. 


The National Council of Education Research and Training 
has recommended to include chapters on reproduction in the 
school curriculum and also endeavouring to develop a population 

education programmes on a large scale in the country but yet 
not implemented at a full scale. Teachers training programmes ~ 
are also envisaged. Occasionally seminars on Sex Education 

and Populaticn Education are being orcanised by some voluntary 
organisations. 


~ 


Remarks in General 


(1) Population of adolescents in India, at present 22.5 

per cent (1989), is proportionately growing to be more and would 
be having a demographic profile different from what it is a 
todaye The problems faced by adolescents are due to the 
traditional social practices, not only 50 per cent of them 
attain a good educational level, particularly the girls, i.e. 
Only 25 per cent of them, are educated in a real sense because 
of their early marriage; the mean age is 17-23 years, soon 
after have to bear the load of pregnancy. Parents are unaware 
of their health and psycho-sexual changes and social needs. 

For those who are in schools, teachers are not fully equipped 
with the knowledge and art of communication to them on the 
aspects of sex and reproduction. On the other hand@ external 
influences of cinemas, modern youth literature, which initiates 
the western eature pressing upon them to break the shackles of 


eo... § 


traditions and achieve the freedom of action, either by rebell- 
ing or by revolting. Thus the dilemmaof. youth remains unsolved 
due to the conflicts between the old and the new generation, on. 
accounts of the gap between their value systems and ignorance. 
Parents may be shy, passive, traditional or ignorant. The fact 
is that at present they are unable to develop communication 
with their adolescent children. 


Teachers are not trained to transmit the requisite knowledge 
on sex and reproduction or to tackle their problems if and 
when they arise. 


Points for Consideration 


Keeping all the situations and problems in view, the 
following suggestions are made: 


The two major influencing forces i.e. parents and teachers 
need to be made well aware of the "problems and prospects" of 
their adolescent children and equipped with a knowledge to 
communicate to them efficiently and effectively. For which 
we need to develop parent, education and teachers training 
programmes. Before launching a mass-scale programme, itis 
deemed essential that experimental models should be prepared 
which can be applicable at large to be replicated anywhere else. 


Use of Mass Media 


The radio and television programmes, and all the aspects 
that matter to the modern youth, should be carried out 


effectively and regularly. 


The family planning and family welfare programme should 
include and integrate the activities for adolescents - Health — 
and Welfare, particularly family life education programmes for 


the adolescent girls of rural and urban areaty including urban 


| DOCEALTH 
slums. o Je pam len, 
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Appropriate methods of health education for individuals 
and mass communication should be adopted with due consideration 
to the cultural background of the people. Medical colleges 
should intiate MCH and the special services and training programme 


for health personnel on the needs of the adolescentse 
. i 


Maternal and Chila health and Family planning centres 
should undertake the responsibility to educate teenage girls 


and mothers regarding sex and reproduction. 


Adolescents health care should be included in the overall 
health planning of the Government for this special segment of 
population, which is so far not included any where, neither 
in the children health care projects nor in those for adults. 
But this seoment of population comprises more than one-fifth 
of total population has special health problems which need 
special attention. 


International Acencies like W.H.O., I.P.P.Fe and U.N.F.P.A. 
sheould intiate the programmes like research, training, and | 
service programme for this "Special segment of population" which 
has remained neglected so long, for the reasons that in health 
planning and delivery system, it does not belong to any specified 
delivery system. As this age group falls in the ‘no man’s land 


mark*. It is’ imperative that. special efforts shoulda be made to 
serve them. | | 


As this workshop's objective is ‘to focus on planning _ 
the services and programmes for the adolescent girls Pteuch 
ICDS, I wish to sucggest the following mode, methods and contents 
to train the trainers like Ancganwadi workers and other concerned 


fes 
professionals for bringing a correct attitude and awareness amongs 


the adolescent girls, so that they are enabled to form the right 


self-image and proper attitude towards Marriage and safe motherhoo 
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Simultaneously, the attitude of parents, family and society 
at large needs to be overhauled to give dimity to women. Their 
status as a whole needs to be uplifted, so that female children 


are provided care equal to that givenftheir male counterparts. 


Thus the trained Anganwadi Workers and other health 

_ professionals working at the Community level in the ICDS programme 
= shall be able to inculcate the concept of Adolescent Health 
Care and provide the services within the given objectives. 


Adolescent Girls =~ Progress Towards Education 
th ; 


=! AgKedabaludain’ 


Introduction and Problem Areas 


Girls’ education in a developing society like India can 
only be understood in relation to wider economic, social, cultural 
and ideological factors outside the education field. 


The present paper indicates an approach to a wider study © 
with the help of a concept map, such as - 


The age-old concepts of biological determinism and the 
‘the domestic ideology'; 


Institutionalisation of sex-role and differing patterns 
of sex-role socialisation; 


Nature of discrimination and bias in education and unbalanc= 
ead growth pattern; | 


Indices of femaleness in education and economic activities 
- need for updating the database; | 


Need for culture-specific sociopsycho analytica@ studies; 


Adulthood vs adolescence - concept of productiveness in 


behaviour ano the modeling process; 
Class differentiation and the concept of ‘'traitemaking' 
projects; 


Need for participatory pedagogy and new research methodology 
{ 


eel ee ene rei nh ATLL LOLA LEAL nn 


—— ineetnemetl 


Ex-Director, NCERT, New Delhi. 
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The State of the Art and Trends 
Sociological Analysis: 


'The domestic ideology’ 

Notions upheld: separate spheres for men and 
women; women's location is private 
sphere of family's full-time wives 
ana mothers (historically became 
‘established within the dominant, 


bourceois culture in Europe) 


Alexander Walker (1840): ‘natural’ pursuits for women am 
procreation, gestation, delivery, nursing, care of 
children, cooking, and clothing while part of man’: 
existence was for the advancement of knowledge. 


Within the framework of ‘the domestic ideology’ one ca! 
identify the ideals of femininity which helped shape 
both forms and content of education and to nose 
contradiction for them; the working class endorsed 
this ideology. 


Sccial Constructs 


(1) Woman - the Relative Creature 

(2) Femininity to be identified with Domesticity 

(3) Class-specificity; Double Standards: 
Ladylike middle class image vs the 


practical domestic housekeeper image of 


the working class 
| 


(4) The concept of 'Good Woman! and patterns of 


middle class and working class motherhoo 
and parenthood oo 


(5) "New Woman! emerging out of access to higher 


education 
(6) Split in feminist movement 


(7) Masculine~Feminine polarisation 


Psychological Foundations 


Three distinct periods of childhooa: 


Infancy - addressed as a baby 

2-6 years = a young child 

6-7 years = a boy or ‘a girl | 

after puberty - a young man/a young lady 


The cultural emphasis on obedience begins to be felt 
by children increasingly from the age of 2 on. Between 
2=6 children begin to learn strategies for pleasing 
authorities, learn to protect themselves from older 
siblings. Productive mothers are more likely to 
stimulate the child's sense. of autonomy at this stage. 
The unchanging core of personality formation with rare 
exception are firmly and irreversibly established for 
both sexes by the time a child is three. Child- 
rearing practices and early childhood socialisation 
are extremely critical in the psychological and career 
development of women. The early practices get trans- 
lated into individual perception, needs and motivations 
and subsequently affect the educational and vocational 
aspirations and achievement of men and women. 


Teachers’ perception of feminity: 


GIRLS BOYS 
Obedient ‘Livelier 
Tidy Adventurous 
Neat Aggressive 
Conscientious ' Boisterous 
Orderly Self-confident 
Fussy Independent 


etc. 
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School-going girls and boys gradually internalise 
these beliefs. ‘Femininity’ varies, and does so 
according to the area in which the school is 
situated (occupational structure); despite such 
variations, the subordination of women is always 


maintained. 


Education and Circle of Sexism 


2. Differentiated 5 


treatment of males 
and females 


1.Assumptions shout 3. Loss of individuality 
appropriate sex roles, potential among males 
jobs, behaviour and females 


4, Actual differences 
in male and female’ 
roles, jobs, and behaviour 


The concept of social reproduction: every society trains i 
young people to functions within its own view of the worlea 


and according to the rules and regulations that control 
that world, 


2 58 ; 
fharacteristics of Adolescence 
At the age of 13 or 14, the process Ofadaptation = to 
the parents and the requirements of work results in 
the formation of the Child's mode of assimilation, 


the degree of productiveness, and in the quality of 
submissiveness, 


in 


The village culture @oes not pressure children to 
achieve beyond their ability. Although no attempt is 
made to develop cooperation, no emphasis is placed on 
competition with Others. , This has both positive and 
negative implications. 


Studies show that the process of adjustment to society 
means compliance and acceptance of norms; an adjusted 
villager becomes what is expected of him. The 
productive individual, on the other hand, becomes more 
and more indivuated. His ideas are not cultural cliches 
but are based on his own experience and powers of — 
reasoninge There is an essential difference between 
maturity defined by aging and adjustment to society 

Vs. maturity defined by the development of the 
individual, unique human powers to produce and to live. 


PRODUCTIVENESS 


Loving 
energetic 
productive ste dees 
democratic 
traditional 
conditional 
loving 
married with 
children 
ADULTHOOD ADOLESCENCE 
Ages 31 60 Ages 15-20 
depressed mother fixated 
indifferent 
authoritatian submissive 


passive rebellious 
Not Interested 
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Can the attitudes of adolescent girls be changed in a 
way that favours both economic development and life-centred 


values? 


Development and education projects may be of two types - 
‘trait taking' and ‘trait making’. A ‘trait making' 
project requires more from the learner and the instructor 


than does their normal work. 


All psychological traits which serve to speed the process 
of economic development may not be desirable from a human — 


standpoint. 


Participatory Humanistic Pedagogy 


Example I : Interpersonal Skills 
In small group workshops learners may be helped 
to define, assess and improve their inter- 
personal skills in a reflective and sel f-evalus. 
ative mode, such as 


I_want to decrease markedly 
J_want to decrease se somewhat 
Remain the same 
I_want to increase somewhat 
x want to increase markedl 


1) My understanding | Of. my faults 
and limitations 


2) My Giscouragement when my ideas 
are not accepted 


3) My interest in the people 
4) My ability to admit I am wrong 


5) My ability to talk’ with new 
acquanintances 


6) hs May under standing Of other 
people’s points of view 


7) My tendency to Oppose ideas 
different from my own 


8) My ability to express myself 


le se eee ree 


Adele séent ae in a Fo “Foil Pai sag ‘Stace 
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I am thankful to the organisers for inviting me to 
__participate in this workshop. . Today research in Nutrition is 
concentrated on children and pregnant or lactating women. 
Available literature on adolescent girls in India is relatively 
scanty. Consequently, most developmental programmes overlook the 
importance of this section of the population viz., girls who 
are just on the threshold of marriage and motherhood, and who 
are in. turn resoonsible for the 'quality' of our future generation. 
_ The tasks ahead for this neglected section of the population are 


enormous and therefore the thene of the workshop should be 


welcomede 


Nature of the Problem 


It will be perhaps not wrong to say that adolescence for 
the majority of Indian girls simply a@oesn't exist. The onset 
of adolescence means shooting into womanhood - more likely - | 
premature womanhood associated with multiple childbirths.e It is 
estimated that about 8 per cent of marriages in rural areas are 
of girls between. 10-14 years age and about 44 per cent are of 
girls between 15-18 years age ieee the age before they complete 
their full growthe it is thus noteworthy that about 43 per cent 
of all female deaths are of girls between 15-20 years age and 
the reasons are pregnancy, complications, abortion, death due 
‘to bleeding and anaemia etc. 


The problem of Indian adolescent girls its roots in 
social as well as economic conditions. Female child, especial ty - 
in rural areas, faces discrimination quite early in life. 
It is known that Indian female literacy figures over the years 
have not been very satisfactory- About 70 per cent of non- 
enrolled children between 6-14 years age are girls. Young girls 
are pulled out of school much faster than boys as dropout rates 
are higher for girls than boyse Intra-family food distribution 
sein eee 
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has also been reported to be biased towards females, suggesting 
lower nutritional intakes for females. Further, the prevailing 
economic conditions force many young girls in the work force. 
It is believed that a large number of girls work as unpaid 
family labour but there is hardly any data revealing the kinds 
of economic activities for which they are not paid. 


In view of the fact that the problem of malnutrition in 
our country has been persistant over the years, the above 
observations leave no doubt that most Indian Girls enter 
adolescence illnourished and are weaker than their male counter- 
part. Obviously, the complexity of the problem calls for an 
integrated effort givirg due consideration to several dimensions 
of this problem, 


Parlier research: Most Indian studies on adolescent girls have 
been dealing with anthropometric measurements and its relation 
with puberty or menarche. Thus it: is now known that the onset © 
of menarche is closely associated with the skeletal maturity 
then with chronological age (Santhyavati, et al 1979). Attempts 
have also been made to tect the hypothesis of ‘critical weight! 
in relation to onset of menarche in different populations, 

The results, are, however, varying as the observations show that 
different races have different critical weights. It is not | 


yet known whether the different critical weights represent the 
same body composition. | 7 


Studies dealing with estimation of dietary intakes of 
adolescents are not many and those reported often use oral 
questionnaire or 24 hr. recall methods. These methods may be 
useful for estimating average intakes for study population, | 
but have low reliability for estimating individual intakes and 
more sO when one is interested in estimating between/within 
Variations in intake. as a result the relationship of dietary 


intake with growth during adolescence is not clear, 


Recent work reporting environmental influences 
bring out significant differences in adolescent growth among. 
rural = urban children or children from high and low socio- 
‘economic Classes. But often these differences have been taken to 
reflect the differences in nutritional levels rather than 
recognising the importance of ‘other environmental factors. On 


attempts to 


the contrary, some studies in India and in African black girls 
throw doubt on nutritional components as being wholly responsible 
for the delay of menarche, (Richardson et al 1983, Tripathi | 
et al 1985). Thus the role of factors other than nutrition in 
relation to adolescent growth remains to be investigated, 


Critical examination of available literature on adolescent — 
girls, therefore, indicates several issues that need consideration _ 
One Of the important issues is, however, to understand cbhserved | | 
. variations in various growth parameters used to describe the 
- adolescent growth. For example, it is observed that even among 
‘the children from the same socio-economic class PHV ranges from 
6 cm to 10 em, or the age at menarche differs from 12 years to 
14 yearse Clearly, there is a need for conducting prospective 
studies to collect and analyse the data on several aspects of 
-adclescent growth. 
Ddolascant growth: Adolescence comprises nearly half of the - 
growing period in man. With the beginning of adolescence, growth 
rate rises sharply until a peak is reached, which thé€n is 
followed by a decline. Adolescent spurt of growth is thus a 
Characteristic phenomenon. 


Marked differences are observed in respect of onset as well 
as magnitude of the spurt among individuals of the same ace aie 
sex. Partially, these differences could be ascribed to cenetical — 
heritage but environmental daifferences appear even more important, 

Besse without favourable environment, normal growth cannot 

| Occur. At every step growth is determined by the Wench Vi YO 
interaction and that for each child the possible interactions 
are countless. It follows, therefore, that understanding 
Variations in parameters describing adolescent growth becomes 


erucial, The present paper attempts to address the issue. 


Adolescent growth can be described both with qualitative 
as well as quantitative observations. However, in view of 
the objective of this paper we would consider some of the 
quantitative observations used in describing adolescent growth. 


Among the anthropometric measures, height and weight are 
the simple measures often used in field studies. The changes 
in height increments are especially remarkable. Alternatively, 
the onset of adolescent growth spurt is also defined as the 
age when height increments are doubled. In the case of girls, 
it is-considered that the growth in height stops soon after 
the onset of menarche, which acts as a useful milestone on the 
growth patheway. Different studies in India indicate total 
gain in height during 9 to 17 years is about 34 to 36 cm. 

It has been reported that this gain is, however, similar for 
children from low and high socio-economic class, although there 
are differences in the onset velocity of adolescent spurt, 


Changes in weight during adolescence are also consider= 
able. But unlike height, the peak in weight increment is 
not clear. Some studies on Indian girls have also reported 
two peaks in weight increments, one of which is definitely 
associated with the onset of menarche. The changes in body 
fat which take place during adolescence seem to be controlled 
or mediated through weight and hence it is one of the important 
variables to influence menarche, 


Other measurements such as arm circumference, chest 
circumference and skinfold thickness at triceps etc. are 
also considered but compared to weight or height, the 
measurement effors involved are likely to be higher, making 
interpretations difficult. Again, studies describing vari- 
ations in such measurements are limited. Nevertheless, all 
these phy sical and physiological changes impose a great demand 
on nutritional requirements during adolescence. It is also 
necessary to examine variations in dietary intake in relation 
to variations in anthropometric measurements. 


Materials and Methodss A school Situated in the suburbs of 
Pune city was selected as it offered a good co-operation, 


Girls residing in the hostel of the school were selected for 


the study. This school admitted girls, preferably poor 
families. 


Although 55 girls were selected in the beginning 
(age group 11 to 15.5 years) some left at intermediate points 
and only 37 remained for the entire year. Three rounds of 
diet survey (for 7 consecutive days) were completed in a 
year's period, the time gap between two consecutive rounds 
was 6 months. Weights of all  fooa items consumed by each 
girl during the day were recorded and food samples were 
analysed for nutritive values, During each diet survey body 
weight and height were recorded. The anthropometric measure-= 
ments of girls from high socio-economic Class recorded in 
the currently ongoing project are also given here for comparing 
variation in increments, 


Analysis and Results 


Average body weights and heights of girls from low 
and high socio-economic groups are given in Table 1. The 
differences in average heights and weights are significant 
and indicate that girls from low socio-economic class are 
lighter and shorter as compared to H.S.E. girls. It cane 
however, be seen that these differences reduce as age advances 
suggesting that the differences in weight and height velocities 


are changing. 


The average annual increments of girls in various age=- 
groups are, therefore, computed and are given in Table 2 and 
shown in figure 1e It shows that although there is no 


difference in the magnitude of maximum increment in height, the 
age at which it is attained is significantly differente Thus 
girls from Low Socio-Economic shows the adolescent growth 
delayed by one years time as compared to High Socio-Economic 


girls. 


To observe the pattern of variations in these increments 
we have used the method of Box-plots (fig.2) suggested by 
Hebert et al (1983). Four age groups are considered representing 
(i) pre-adolescent stage (ii) PHV (iii) PWV and {iv) post= 
adolescent stage. The figure brings out two important issues. 
Firstly, it can be observed that variations in pre-adolescent 
stage are much less and increase considerably during the period 
when PHV or PWV is attained and again decrease. Thus variability 
in weight and height increments across the ages attest tO a 
noticeable decline in the uniformity of growth pattern during 
puberty or menarche. Large variations at the maximum rate of 
growth and menarche compared to the initiation of spurt, 
indicate that other factors may be involved once the spurt 
has started. . | 


Secondly, it can be observed from fig. 2 that variations 
at the maximum rate of growth among LeSeE- girls are higher 
compared to those from H.S.E. girls. There is a possibility 
that LeS-E~ girls who are exposed to various degrees of 
malnutrition during early childhood reflect different degrees — 
Of catch-up growth fauring adolescence, resulting into larger | 
variations in maximum height increments. It has been reported 
that catch-up in height can occur during adolescence and child- 
hood losses can be regained (Kulin et al 1982). It thus 
appears that larger variations willfencountered between incre= 
ments Of girls from L.S.E. than that trom H.SeE. 
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Mean calorie intakes by age groups are Given in Table 3. 
It can be seenlthat average weights and heights at the end of 
year show significant increase Only for the age group 
1213.5 years i.e. the age at PHV, However, weight shows 
significant increase in the following year too. Gain in 
weight remains thus significant for a year after PHV is 
reached. But on the other hand increase in average calorie 
intakes in the final round for these age groups are not 
statistically significant. Perhaps this could be due to the 
fact that variations in intake of an individual during adoles- 
cent growth also increase making it difficult to see the 
relation between intake ana increments in weight or height. 


In Table 4, a simple analysis Of variance of daily intake 
Of between and within individuals is showne Almost all age 
groups show that the within individual variations increase 

at the end of one year as compared to the initial round. 
However, this increase is significantly higher for the age 
group 1213.5 years coinciding with PHV ana % 13.5 years showing 
significant weight gain after PHV. This observation is consis- 
tant with the pattern of variations seen in weight and height 
increments. Unfortunately, we do not have the dietary intake 
data for H.SeE- girls to see that infact within variations in 
intake of these girls are even higher than the girls from 
LeSeE.s class. 


Discussions Although daily variations in intake among adoles-~ 
cent girls have been reported by Durnin et al (1957) the 
nature and changes in within variations during adolescence 
have not been commented. Lacey et al (1978) in their study 

Of 25 school girls reported large within variations in intake 
(which was estimated using daily questionnaire) but does not 
comment on. the relative changes that occur throughout different 


stages of adolescence. 
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The observation that the within variations in intake 
increase significantly for the age group Y13.5 years; 
age showing significant weight gain after PHV perhaps 
coincides with the onset of menarche and peak caloric demands 
during this period have been reported to occur (Heald FeP. 
1969). Further, the decline in variations with completion of 
,dol escence and reaching adulthood have also been reported 
(Lacey 1978). There is, however, not enough sample size in 
higher age groups in our study to investigate Ln these later 
ageSse } 


In summary, the study brings out that significant changes 
in intra-individual variations in energy intake are encountered 
- among adolescent girls in response to rapid, physical and 
physiological changes. The extent of variation, however, could 
Giffer for children from one community to an other as intra- 
individual variations in intake is nothing but the reflections 
of individual's capacity to adjust to the changes in requirement 
owing to sustained purturbations in environment (Rao 1987 
Sukhatme 1982) Further studies, particularly metabolic are 
essential enlightening concommitant variations that are 
introduced in dietary intake due to physiological changes. 
Nevertheless, it cannot be denied that the findings obtained in 
this study need due consideration in discussions related to 
energy requirements of adolescent girls. 
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Table 1 
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istributions of girls together with ~averads | 
oa a ae ees weight and height in the initial round 


Be Sk ne ae 


H eSeE~ 
Age in eerie 9 Se Ee pS nnn tone CHeLGnt |” 
initial No. Weight Height dha hes She Repel: 
round (Kg) (cms) kg) : 
9* - - - 3 3008 + 1.2 138.9 + 905 
540" — - - 32 3401 + 601 14167 + Tal 
i 8 26.74 4.9 130.84+5-6 19 34.54 7-8 144.2 + 707 
12" 8 28.94 4.6 136.6463 28 39.84 7-8 182.5 + 6-5 
33" 10-3304 + 5.6 141.347.6 29 43.3 + 920 152.0 + 64: 
147 5 36.2 + 3-4 148.8 + 346 24. 46.2 + 6.6 156.3 + 5.5 
15° 6 37.44 3.7 146.8 + 5.6 4 46.6 +10.4 154.8 + 3s! 
Table 2 
Mean increments in weight and height during one year's perio 
Initial LeSsEeo HeSeEe 
age in Nose Avge¥Wt. Avg. Ht. No. Avge Wt. Avg. Ht. 
yrs. increment increment - increment increment 
(Kg/yr) (cms/yr) (Kg/yr) (cms/yr) 
poenet0,” et ae | - : 7 4 4.2 : Sed. 4 
£0.5=11 0 a ee a 19 5.4 1660 
1111.5 5 360 4.90 8 4.3 5.5 
dieS-12 2.3 4.0 5-80 10 5.1 Say 
12=12.5 4 5013 593 17 Sel 4.1 
5120513." 4) 6519). 7.65 11 3.3 | 3.0 
13-13.5 3. 5.33" 6.53 Sea a amore 2 - a 
13 -5=14 7 Aone 3.84 8 3.0 + 8 
14.5=15 - od ae ’ 
> 10 224 1.0 
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Table 3 


Age No. of Initial 

groups’ girls rounds 
sL1 to 8 cr 1671 + 140 

& Wt 26.7 + 4.9 

Ht 130.8 + 5.6 


** 
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irls in 3 roun 


ds 


Middle Final 

rounds rounds 
1687 + 167 1706 +. 217 
28.4 + 5.8 3061 + 4.8 
133.6 + 5.6 136.0 + 5.4 


« weight (wt) 


Difference between Final round and initial rouna 


P 0-05 
P 0.01 


Weight | 
‘ [] HSE Girls 


o % ESE Girls 


Increments in Wt. (Kg) 


8 
7 
6 
5 
4 
3 
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Increments in Ht.(cms) 


< 10-5 10:5 to 12-5 125to145 714.5 
<5 | 15 to 13-5 13-5t015-5 = > 15-5. 
Age in Years 


Table 4 


. Analysis of Variance for daily intake/Kq. 
for each round according to age groups 


LS esses esses antennas enuvnasunnenae 


Age , Initial round Final round 

groups Source daf. M.S. F. Esti.of M.S. F. Esti. of 

a | Variance | Variance 

4 (3) (%) 

41 to Bet. 7 479.34 9,3 61011 541.65 5.6 64.07 

ae: Sub. (54) | (41) 
Within 48 51.56 - 51.56 93.15 = 93.15 
Sub. (59) 

(12 to Bet. 10. 403.63 1137 52.72 392.73-44658 42.87 
eS Sub. | (60). (32) 

: Within 66 34.57 ~ 34.57 92.67 - 92.67 
Sub. (40) ae (68) 
name mennene nen teueteame setae eae oueenuene sueeneennnnsteneienenenenenneneienennenanentmn nena 

13.5 Bet. TT 395687 13.33". 82.32 250.72 323 25.09 

¥ Sub. (64) (25) 
Within 108 29.73 29.73 75 06 75.06 
Sub. (36) | | (75) 
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Figures-in brackets represent percentage of total variance. 
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HSE Girls 
LSE Girls 


Family Life Education Programme 


* 
~ Beena Shivpuri 


This workshop aims at adolescent girls, which implies that 
there is a period in the lives of girls that can be termed as 
_*adolescence’. But one wonders if girls in India in general 

ever enter the period of adolescence. Numerically yes, somewhere | 
between 11-18 years but psychologically and emotionally noe The 
majority of them marry at an early age and enter straight from 
childhood to womanhood. Motherhood is bestowed on them before 
they are physically and emotionally matured to experience and 
take responsibilities of motherhood. This may not be true with a 
small percentage of girls living in the urban places but then the 
majority of Indian population is rural based. 


In India fifty per cent population is below age 20 years. 
They are our pillars for nation building but what is their 
position? They are ill fed, ill clad, ill housed, illiterate 
and generally poor in health. This is especially true of | 
adolescent girls. In our country culture favours boys, girls 
are neglected. They are without proper nutrition, medical care, 
hardly any Opportunities for education, employment and self- 
development. 


On the social plane, our caste-ridden, communal minded, 
dowry dominated social existance has brought forth the practice 
of early marriage which makes them high fertility parents of the 
generation. In the Indian sub-continent over the last decade on 
an average 50 per cent of female population married between the 
ages 15-19 yearse In India in 1987, 4.5 million marriages took 
place, out of which 3 million were found to be girls marrying — 
between 15-19 years of age. , 
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* Senior Manager, Family Life Education Project, New Delhi 
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Whether our girls enjoy the carelessness and freedom of 
the adolescence or not they certainly pass through it asa 
biological phenomena. The world of adolescent is characterised 
by change. Changes occur rapidly, biologically, psychologically 
and socially. Adolescent undergoes changes in beliefs and an 
identity crisis. She desires independence and searches more 


meaningful roles in society. 


In short we can say that adolescence is transition firom 
childhood to adulthood and this transition is not always easy and 
smooth. Almost every society has found ways of helping adolescents 
through this period of change and development, so family life 
education can be said to be eternal under different names or may 
be without any name. 


Family Life Education is a way to assist young people in 
their emotional, physical and social development and prepare them 
for important changes in their lives such as marriage, parenthood 
and family. It helps them to develop knowledge and skills they 
need to cope with the challenges of adult life, with personal 
relationships and with family adjustments. It aims to help 
young adolescents to grow up into confident, caring and 
responsible adults whose lives are as satisfying as possible. 


One important factor in today's adolescent life is that 
the period of adolescence is lengthening as biological maturity 
is reached earlier, while social and economical independance is 
reached later. A trend for sexual activity among adolescents is 
growing. Effects of early pregnancy whether out of wedlock or 
from the wedlock can be devastating, educationally, socially and 


economically. 


Evidence of disturbing trends like growing teenage Sept meen 
lack of interpersonal communication about sexuality and fertility 


control practices, increasing number of unwed pregnancies and 


lack of male involvement in Family Planning promoted Parivar Seva 
Sanstha, a reputed and well=known NGO in the field of family 
welfare to take up a project on ‘Family Life Education’, go 

that young adolescents have a chance to know the facts of life 


and they enter adulthood and parenthood in a more prepared and 
responsible way. 


The target population (12-20 yrs.),which is mostly either 


ain schools or non~formal settings, is best reached by integrating 


Family Life Bducation Project with various community and 
institutional programme. It is also accepted that resulting 

_ experience should enable the Government of India, in particular 
Ministry of Education, Health and Social Welfare, to introduce 
this type of programme on a progressive large scale and ultimately 
it is hoped, nationwide, | 


A base line survey was conducted in early 1988 in selected 
schools and non=formal institutions in Delhi for identifying the 
relevant and required areas to be incorporated in Family Life 
Education Programme. The results of the survey gave a first-hand 
~ account of thinking attitudes, values, knowledge level of 
adolescents about the very intimate aspects of life like marriage, 
| intersex relations, pre-marital relations, anatomy, reproduction, 
family planning ete, 


| Taboos related with knowledge of sex was very much evident 
in the results. Even to express knowledge about the elementary 
anatomy was feared by young minds. They had little knowledge 
about sex organs and sex related diseases. 


These findings not only throw light on the level of 
-ignorance about sex but probably more on the social attitudes 
related with sex, which gets reflected though individual minds, 
It was felt that even those who knew something were hesitant 
to write or say because they thought it is not right to know 


about sex and sexvality.. 


When asked about teaching reproduction in biology, 
students stated that the teachers usually skip or hurry over 
it and they are hesitant to seek clarification on matters 


related with reproduction O©F S€X-e 


Girls were not ready to accept having any sex feelings or 
curiosity; of course they were ready to admit that their co= 
students were having such feelings. It is obvious that there 
is a need that adolescents should feel comfortable with their 
impulses and desires and treat them as normal. Normality of 
sex arousal in adolescence needs to be stressed, so that they 
can discuss their feelings, and problems without shame, guilt 
or embarrasment. Marriage as an institution is undergoing 
changes. Although young people are getting influenced by modern 
ideas and values, but at the same time they still do not break 
away from traditional values. 


How wrong notion about sexuality leads to wrong concepts 
and decisions is well evident from the results that the majority 
of girls felt that marriage was not necessary for women. A 
discussion revealed that they think men are more sexual and 
they need sexual gratification through marriage, otherwise they 
may go for wrong means, whereas women do not have more sex 
desire and even if their sex desire is not gratified they will 
take a path rightly decided by society. 


A break from tradition is clear when they state they want 


marriage to be decided upon, not by their families, but as a 


commitment between two individuals. Marriage as an important 


institution is appreciated by all of themeAlmost all of them 
said that they consider marriage to bring families and commues 
nities together and religious significance. ; 
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Widow re-marriage is favoured by all. The conflict is evident 
in case of relationship with a divorced women. They do not 
harbour any negative feelings towards them and favour being 
Friendly with divorcee but On close questioning they were rather 
hesistant about their marriage prospects. They are very clear 
that caste, religion or nationality should not stay in the way 


i of tying marital knots. Marriage with a person of another 


caste, religion or non-Indian is not at all objectionable. 


The concept that children should be legitimate and marriage 
- must ensure if an affair leads to pregnancy is highly held. 
Closely related to this issue is the issue of pre-marital sex. 

At all levels, the majority of girls are against it. 


The impression which the survey gives is that stereotyped 
sex roles are tending to get somewhat blurred and confused. 
Contrary to the expectations, at no age level did they want men. 
to be aggressive. More than 90 per cent want that men should be 
self-confident and next he should be physically strong. 


The sterotype concept that man is the main bread earner 
is also undergoing change. The girls do not expect the man to 
be the main bread earner of the family, except those from 
non-formal institutions, this also is the cnly group which 


expects men to be dominant. 


It is heartening to note that, on the whole, they are not 
against men doing household chores like sweeping, washing etc. 
nor do they object to men looking after children, like dressing 
and feeding them. What is most interesting to note is that 
both girls and boys qualified their responses with "if necessary" 
4£ the wife is i11 or gone out" etc. confirming that in normal 
course of life, these are still not readily acceptable. 
Pre-marital sex is the area of great concern for the adults. 

A good percentage of our adolescents too condemn ite 
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They are almost unanimous that an unwed mother should not be 
condemned or thrown out of the house, but there is less clear 
decisiveness about what should be done with here Some who did 
not favour this idea remarked, “what kind of life would one lead ~ 
with such a callous person who got you into trouble, so 


thoughtlessly". 


More liberal and open-minded norms are emerging among the 
new generations about inter-sex and family relationships. An 
overwhelming majority advocate living separately and not with the 
in-laws, but most of them also feel that the parents of the 
husband should not be left to fend for themselves; the wife 
should learn to adjust and live with in-laws. On being probed on. 
this apparent contradiction they clarified that it depends on 


circumstances and the parents should be cared for when necessary. 
They break away from the traditional norms when they accept 

that wife's parents and relatives can also come and stay with 

the couple or that there is no odium attached to the husband 
staying with the wife's family. But many of them were cautious 

to add that they should only come for short visits and not 

stay permanently unless it was really necessary. 


Conflict in the family is a more serious proposition, 
causing worry to all, boy s and girls, regardles of types of 
institutions they belong. It looks as if the adolescents are 
facing a lot of tension due to bickering among their parents and 
relatives. Boys more than girls feel anxious about not having 
anyone to discuss their intimate thoughts and feelings. 


Acceptance of working wife phen by Eee e class 
‘families is well evident. 


Life and Society are changing fast. Intellectually, the 
adolescents seem to keep pace with the changing times. Most 
of them agree that men and women are equal, any job cam be 
done by either sex, so there is no justification for keeping 
women out of any job. Boys and girls should be allowed to mix 
freely; whatever behaviour is allowed to boys, should also be 
allowed to girls. This intellectual understanding contradicts 
the precious statements where they wanted girls not to go out 
alone, especially after days. They wanted girls to keep some 
Gistance from boys etc. This highlights the haziness and 
confusion prevalent today in these days of transition from 
orthodox to modern values, attitudes and norms. 


Adolescents are against having children born out of 
wedlock, yet they refrain from condemning them as ‘children of 
sin’. They do not think sons to be more important than 
daughters. But probably all this is at a’ conceptual level. 

It shows awareness of the changing norms, but how far they 
would get translated into behavioural level ‘is questionable. 


The general complaint of older generation that the 
younger generation defy them seems totally unfounded as a 
majority of them are of the opinion that older people should 
always be obeyed. 


In the area of autonomy, the majority stated that they 
would choose a career on the basis of their own interests. 
A good percentage saia that they will consult their parents 
in choosing the marriage partner and deciding about ceremonies. 
Even in deciding where to stay after marriage, parents dominance 
is obvious. One area in which there is clear autonomy is 
that of deciding the size of the family and planning and 
They all said that they, with the 
will decide about ite 


spacing pregnancies. 
consultation of their parents, 


~ 
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On the basis of these findings of the survey, a workshop o 
educators, counsellors, and social workers was organised in 
May'88 to formulate the syllabus of Family Life Equcation 


Programme 


After formulating the syllabus, the next step was its 
iimplementation which meant creating a ground for acceptance 
of this programmes in formal and non-formal institutions. 
A ‘trainers training programme’ was Organised in October'ss, 
wherein about 50 trainers from various institutions were trained > 


in Family Life Education, Implementation started from Nov. '88 
TALL now we have covered about 18 schools and 2000 adolescents. 


Family Life Education covers topics like family, adolescenc 


interpersonal relations, marriage, anatomy, reproduction, health, 
hygiene, and planned parenthood. Other supportive activities are 
debates, group work, quiz, role plays, essay writing, agency 
visits etc., very encouraging and positive responses from school 
authorities and adolescents have been received. 


I would like to share my experience of reactions received 
from school authorities, teachers/counsellors at the first 
workshop on Family Life Education. Since for them it was the 
first time that they were exposed to this new idea of imparting 
Family Life Education to school children, which to some minds 
Was nothing but teaching sex education in schools, mixed reac= 
tions were observed. Some felt that students do not need it 
because they were never given this type of education, some felt 
that Family Life Education should not deal with sex or sexuality 
at all because it may lead to promiscuity etc., some were 
apprehensive of its impact. But when the workshop ended, not a. 
single mind had any doubt about its usefulness and importance 
for adolescent life. Now when we are going in the institutions, 
we are welcomed and school authorities have become our referrals 
for other institutions, Overwhelming response from all quarters 
is received which speaks for its importance’ in adolescent life, 


Though till now we have not taken many non=formal 
institutions, because we plan to take them after October'89 
our experience with adolescents of a few non=formal sectors is 
also very positive. In fact it is much more timely for gauna. 
and some are at the threshold of getting married. They have 
less access to education, the mass media, and are away from 
other expasures, for them receiving Family Life Education is 
like a boon which they welcome with their heart and soul. When 
given opportunity to express their thoughts, they are not 
behind the adolescents of formal sector, of course some differ-= 
ence is bound to be there. But they too are @ager to know about 
themselves, about marriage, sexuality, contraception and other | 
issuese 


In the end, let us consider the possibilities of achieving 
the goal of this workshop through this programme. Let us see 
how Family Life Education Programme can prepare adolescent 
girls for safe motherhood through ICDS. 


In India about 22 per cent of women die due to compli- 
cations in pregnancy. Many more suffer serious, sometimes 
permanent injuries, Much of the sufferings and death could be 
prevented if families, communities, health organisations work 
together to make child bearing safer. 


Realizing the need for decreasing the maternal mortality 
and morbidity, the Government and other organizations are 
focussing on maternal health, but a woman's health throughout 
her life influences her risks in child bearing especially at 
the adolescent level. Preparing adolescent girls=-7or_-eare 
motherhood means taking good care of her before, during the 
after pregnancy. In other words safe motherhood requires a 
healthy woman. No health post or hospital alone can assure 
that. If good healthis a state of complete physical, mental 
and social well-being and not merely absence of disease or 
infirmity’. It must begin from the family, from the community. 
Ideally proper development should start from the family/home 
ana then from society. Women's health at adolescent level can 


be achieved through many measures like education, supplying actual 


£004, health services etc. Family Life Education Programme 


ecto etntctnetinn ses » ound 4 
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provides the educational component. 


Even though Family Life Education will provide only 
educational component, but in my opinion it is the basic compo- 
nent, without which any other measure will be superficial. 


Education in Family Life can make child bearing safer 
and improve the health of the entire family and eventually the 
health of adolescents of future generation. Family Life Educa- 
tion gives information about pregnancy and child bearing, 
education for nutrition and hygiene, education on reproduction 
and planned parenthood which means education for childbirth and 
spacing. 


Education for family planning helps to bring awareness about 
how to avoid dangerous pregnancies, and above all education 3 
that improve women's status, delays marriage and makes adoles= 
cents more aware of their health needs. 


The methodology of Family Life Education programme gives 
them an opportunity to express their views to understand others, 
a chance for self-assertion and also an opportunity for 
catharsis. | 


It is learnt that ICDS has identified the women groups of 
15-35 years of age but probably not much is directed to them. 
If family life education programme could be integrated with 
their scheduled programme for the age group 12 to 20 years, them 
probably the concept of safe motherhoodcould be achieved more 
easily. It is true that, only providing education in family 
life is not géing to help completely, but it will create a 
ground for acceptance of other services made available to 
them. It will help them to decide to think about themselves 
and once awareness is created, nothing can draw them back. 


Health of the Young Women 


~ Shanti Ghosh* 


| The steadily declining ratio of females to males in India 
over the last 100 years, particularly since the beginning of the 
current century, has been the subject of much speculation and 
investigation. At the beginning of the century, the sex ratio 

_ (females to 1000 males) was 972; it showed a progressive decline 
till 1971, when it reached 930. During the 1981 census it was 
estimated to be 935. At birth there are 1116 males to 1000 
females. Kerala is the only State where the sex ration is 

above 1000. The States of Karnataka, Tamil Nadu, Andhra Pradesh, 
Orissa, Jammu and Kashmir and Himachal Pradesh, have a ratio 
‘between 950 and 1000; all the rest are below 950. Several 
studies have conclusively attributed the sex ratio to higher 
female mortality. The life expectancy of females for 1976-1981 
was 51-6 years as compared to 52.6 years for males. Itis 

_ interesting to note that the life expectancy of females was 
higher than males upto 1911-12. 


According to the reports of the Scheme of Medical 
Certification of Cause of Death, deaths among the females 

are higher from almost every cause in all age groupSe Even 
though there is a paucity of data regarding the extent of 
morbidity and malnutrition among the females, what reports do 
exist point to a higher incidence among the females. Unfortunately 
most reports group the population age-wise only and not sex-wise. 


women's health and nutrition is obviously important in 
itself, but it becomes even more crucial because it is 
inextricably linked with child health and child survival. 
Because of the Aiscriminatory practices perpetuated against 
~ 
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the females, the health and nutrition of the young ad>lescent — 
girls leaves much to be desired. Even hefore they themselves 
have reached full physical and emotional maturity, they are 
forced into marriage and motherhood. By the age of 30, a woman 
has often spent 80 percent of her adult life in pregnancy Or 
lactation, leading to what is termed as maternal depletion. 
Several studies have shown the high incidence of low=birth-weight 
babies at both extremes of reproductive age. These babies are 
likely to die 3-4 times more than the normal weight babies. 
Lack of any antenatal care and provision for safe delivery © 
takes a heavy toll of not only the mother's life, but the 
child's life also. Two doses of tetanus toxoid (TT) during 
pregnancy would eliminate neonatal tetanus. Short interval 
between births results in a higher infant mortality and . 
predisposes the surviving children to a higher level of 
malnutrition. Anaemia and general ili--health in the mother 
results in a shorter period of adequate breast milk produc= _ 
tion, again jeopardizing the baby's life. A shorter period 

of breast-feeding results in early ovulation leading to 
another pregnancy. Better knowledge, awareness and access 

of women to health services, therefore, would lead not only 

to better maternal health but to better child health also... 


What is the solution? The solutions have to be sought. 
both in the health and non=-health sectors. Among the non- 
health sectors the formost are the status of women within 
her home and society and her education. She has to be 
involved in decision-making for things that concern her and 
her family. This will involve her in her own health care 
and that of her family, seeking health and medical advice 
when necessary, having a say in how many children she wants 
and when she wantse In a WHO study, 60=70 percent of rural 
women did not want more than three children and they know 
that repeated pregnancies were injurious to their health 
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and their children's health. and yet they had no say in 
putting their belief into practice. Vocational training of 
girls to increase their access to income and technology 
would help to enhance their status and create a feeling 

of confidence and self-reliance. 


Education increases the utilisation of health services 
by increasing demand and awareness about health needs, both 
preventive and curative as is evident in Kerala. Education - 
with its consequent opportunity for employment, delays the 
age at marriage and the first pregnancy. Infant mortality 
too has a strong inverse correlation with education, the 
mortality becoming almost half in those educated even upto 
the primary level, compared to the illiterate women . 


_. The ICDS programme could, with proper coordination 
with ‘the health sector, serve the health needs of the women, 
particularly antenatal care, supply of the cord care kit, 
management of anaemia, nutrition supplement, health. and 
nutrition education and timely referral when necessary. 

The ANM and AWW could thus compliment each other's efforts. 


Radio programmes specially designed for young girls 
and women and broadeast at a time convenient to them will 
help increase their awareness of the various health inter- 
ventions, give them information regarding the services 
available, and provide health and nutrition education. 
Television could soon be playing a similar role as the 
network expands.and more community television sets are 


available. 
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For any future planning it is mandatory to know the 


extent and type of morbidity among the adolescent girls end 
adult women, their nutritional status, and the food consumption 
patterns, which only a few indepth studies at the micro level — 
can provide. It is also necessary to have another look at 

the development activities for women, and to see how far 

they have helped in improving the condition of women, their 
health and nutrition. Besides, it is necessary to look into the 
behavioural pattern, the traditional beliefs and taboos, 
reasons for non-utilisation of services where they do exist, 
their own perception of their health needs and how these can 
be provided. 


If the objectives mentioned earlier have to be achieved, 
we have to start with young children. A large proportion 
of our children are Gisadvantaged, but girls are at a 
greater disadvantage because of old customs, traditions and 
behaviour patterns, where boys are values and girls are 
considered birds of passage, who will sooner than later be 
married off and go to another home. They do not have much 
of a childhood as they are burdened with various responsi- 
bilities, which "train" them for their future role. Therefore, 
the health needs of a girl child and apathy regarding it is 
steeped in this socio-cultural bias and any intervention will 
have to take that into consideration. Therefore, we have 
to look at it at several levels =- at the level of the 
community, household and the girl child herself. An 
environment has to be created which recognises the need for 
such an action and programme and that can Only be done after 


awareness regarding it is created among the community and 
the household. 
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The bias against the girl child in matters of nutrition 
and access to health care has been well documented, This 
can Only change with a change in the socio-cultural pattern, 


where girls are valued a& much as boys, ana whatever is. 


available is equally shared. Often it is the women who are 


the prime Perpetrators of this discrimination because they 
themselves have been brought up in a discriminatory millieu 


and they bestow on their daughters what they suffered theme 
selves. It woulda seem, therefore, that a beginning has to 


be made with educating the community and making them aware 


of the consequences of this discrimination, so that the girls 
have an equal access to nutrition and health services, so that 
their nutritional levels improve and the mortality levels also 
benefit, 


As adolescence approaches, the girl is married off, again 
because of deep-rooted socio-cultural practices predisposing 
the girl to grave health consequences. Here again, the 
education of the community and the members of the household 


as vital. 


Reaching the Girl Herself 


| There are several health and education programmes in 
which both boys and girls are the beneficiaries. The ICDS 


- programme is the most important of these because of its 


sheer size and an integrated approach. While a large 

number of boys get into’ the regular education stream after 
the age of 6 years, a large number of girls either don't or 
even if they do, drop out after a couple of years. Here two 
eeetécics are possible - one to devise means to keep them in 
the education stream (again we go to the community and the 
household) or to have a strategy like an extended ICDS, 


e the girls keep coming to the anganwadi or a similar 
centre, where facilities could be created for non-formal 
education, and later learning skills which might help her 
to get out of the trap of early marriage, and help her to 
get involved in some income generating activity. This 

kina of centre with the utmost collaboration of the health 
service will also help in monitoring her health and provide 
the necessary services. Such centres cannot have a uniform 
structure because they will have to be built around the 
existing infrastructure and personnel. There are many 
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programmes run by the departments of rural development, 
social welfare, local self-government etc. and the proposed 
- programme can piggy-back on any of them with suitable 
addition of funds and personnel. There is some talk of 
encouraging some adolescent girls to help (and learn) at 
the anganwadi centre itself. This would give them self- 
confidence and they would learn some aspects of health, 
nutrition and child development. A prior training of about 
two weeks may be considered. This is being experimented 
with in one or two placese A very important aspect will be 
the development of health education, material and suitable 
material for non-formal education. Considerable thought has 
already gone into it and some material is already available. 


To increase awareness at the village level, groups 
such as yuvati mandals can be treated as a part or an 


offshoot of mahila mandals, where young girls participate . 
freely. 


The real impact on health needs can only be made if 
the health infrastructure is energised, personnel suitably ' 
trained and oriented towards their enhanced role in the 
health care of young girls anda adolescents. 
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There is no doubt that early marriage and early mother- 
hood does not allow the young girl to attain her full adoles- 
cent growth spurt, and she may remain stunted. Besides, 
inadequate food intake during this period may not allow for 
full growth to take place. Many people have suggested that 
there should be a system by which these young girls can be 
given additional food during the period 10-13 years or so. 
The logistics of this procedure are mind boggling, and the 
expense prohibitive. There is no quarantee that it will not 
become a substitute. But even more important is the sensiti- 
vity of the young mind = would she want to be given a dole? 
would she accept it? Will her family allow her to come? 
There are many questions besides which need to be studied and 
answers found, before any such programme can be considered. 
What the young girls need is something that will improve 


their self image, bring some fun into their lives, and teach 


them some basic health and family life messages. Both 
schooling and non-formal education should be encour agede 
While they work and learn at the anganwadi, they must not 
become slaves of the anganwadijworker, but should get some 
knowledge and fun out of it. Then alone their self-image 
wi 11 spe | 


There is a need to do some indepth studies in what thes 
young adolescent girl thinks and aspires toe Having grown 
up in a restrictive environment, she may only echo what others 
expect her to do or says but given a little more opportunity 
she may -be able to voice her feelings and aspirations, which 
will becitical in starting any programme for here Whatever 
her status at present, let us not take her for granted. 
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Adolescent Girls = Safe Motherhood & Development : 
Ne ENOO & Development 


The Challenge, Problems & Interventions 


~- R.N. Gupta” 


introduction 


gree enema SEES 


Though I am supposed to talk about the IcyR's initiative 


in implementing recently YOUNG WOMEN'S HEALTH and DEVELOPMENT 


PROGRAMME, a Task Force project in diverse socio-cultural 
settings of the country, the theme of this workshop incites 


me to speak first about the Challenge and problems of adolescent 


girls and some feasible interventions for their safe motherhood 
and development. This, of course will be followed by the above 


'mentioned programme design and methodology. 


Until recently, our health programmes have been focused 


on the children: below 6 years of age and girls above 14 years 


ascribed with the status of married women and or expectant 
motherse As regards the development, one may refer to 
education, both formal and non-formal without mentioning its 


state and benefits to the girls. 


The girls in the age group of 6-14 years have remained 
unapproached under the ICDS and MCH programmes. We have been 
fighting on two fronts simultaneously since long, ieee the 
children aged 0-5 years and mothers in the reproductive age 
group starting from 15 years without any substantial achieve- 
mentse Now we are faced with the third front, wide open, of 
girls aged 6-14 yearse This later front is a big challenge 


-and a threat to the safe motherhood. 


This is an important period in.a girl's life, when major 
biological and social changes take place. It is also the 
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age when the stunting and malnutrition caused by early depriva~ 
tion can be almost completely corrected by adequate feeding. 
It is now clear that the adolescent growth spurt that takes 
place during this period is the ideal time to compensate for 
early deficiencies and ensure the normal growth of girls who 
are about to step into adulthood and motherhood. However, 
repeated adolescent pregnancies, common in many parts of 
rural India arrest this growth spurt and prevent full physical 
Maturation of the girl, affecting not only her own health, 
but also the survival and development of her offspring 
(Ministry of Human Resource Development, 1989) . 

| . 
The Adolescent Girl 


Functions: If the girl child survives through her pre- 
adolescent period and enters adolescenre and moves towards 
her youth, she is expected of and ascribed two main functions, 
they are biological and social. If she performs these two. 
functions successfully, she achieves the status of her mother- 


hood, the concept of safe motherhood does not exist in this 
discourse. sent 


Biologically, she is expected to grow on her own 
with whatever least food, nutritionjand privileges come forth 
to be able t«: procreate. Literally, the’ physical and | 
psychological maturity to bear the child is not that important 
_to the community and the parents who conform with the community 
mandate and norms in this respect, than her age. 


it is her 
age that decides her biological roles, | 


As soon as she attains 
the age of 15 years or so, she should be married, she should 


consumate, she should conceive and deliver preferably a male 
child. This process woulda automatically relegate her to the 
social functions which include mainly care of the children, 


adults, cooking and all other sedentary works, except her own 
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proper care. This she continues in all the circumstances, 

good or bad, till her son is married and daughter-in-law 

comes to replace her both biological and social functions ana 
she attains the status of a grandmother. Thus, the cycle of 
biological and social functions continues and the girl achieves 
the status of motherhood and safe grand motherhood but not 
the safe motherhood. 


Problems: As discussed earlier and shown in the flow-chart. 
below, there exists not only one problem in the process of 
preparation of. adolescent girls for safe motherhood, but 

a complex domain of several problems. attitudes, beliefs 

and practices have been attributed to this problem domain 
and crucial stimulus to biological and social functions as 
well as blocks to possible and feasible interventions for her 
~safe motherhood and overall development. 
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Adolescent Girls 
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Safe Moterhood 
& Development 


major problems may be 
above three broad areas under this "domain". 


i) 


ii) 
‘4ii) 


iv) 


v) 


vi) 
vii) 


viii) 


ix) 


x) 


Now coming back to the 
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problem domain, the following 
referred to and seen submerged into the 
These ares 


Discrimination against the (Selective abortion, 


. girl starts before her birth rituals and social 


functions, etc.) 
Lower sex ratio (933 females to 1000 males, HSI, 1986) 


Higher female mortality (1-4 years: 7.8% (males), 
10.9% (females) 
5-14 years: 4.9% (Males), 
6.1% (females) 
Survey of Causes of Death. 
1980) 


Lower and poor dietary care (malnutrition — under-=- 
privileged: 50% female 
children weight less than 
70% of the expected weight 
for age as against about 
17% male children belonging | 
to the same socio-economic 
stratum, CMC, Ludhiana,1978). 


Lower literacy rate (5-9 years; Boys: 44.33%, Girls:32.21% 


10-14 years; Boys: 62.07%;Girls:37.47% 
Census of India, 1981). ? 


Higher rate of dropout from primary schools 


_ Sexual assaults start right from the childhood(molestation, 


seduction, compulsion and rape) 


Early marriage (sometimes at the age of 12=14 years, 


Gopal an, 1984) ° 


Teenage pregnancy (at the early age of 14-15 years, 
Ganguli, 3989). 


Abuse against female rights (decision making; education; 
match selection - marriage; 
age Of marriage; pregnancy; 
sexuality; participation 
in labour, social functions; 
recreation, outings, etc.) 


xi) Economic dependence 
xii) General neglect 


xiii) Rejection of self worth = self esteem. 


xiv) Lower health and social status 


Interventions: The future of the adolescent girl, i.e. good 
health, safe motherhood independence (mental, social and 
economic), and participation in self and national development 
is relative to her social conditions which influence her right 
from the childhood, pre-adolescent period and the process of 
her socialization. Whereas these two phenomena are affected 
and patronized by the secondary group like neighbourhood, 
school and relatives including the peer group, the major 
influence is exerted by the parents, family structure and 
system. How the family and secondary group conditions may be 
made conducive to the health behaviour formation of the 
adolescent girl and her overall development, need treatment 
first before any direct intervention made for the index Girls 
This suggests three level interventions, i.e. 


i) at the family level with focus on the parents, 


is} at the community level with focus on different 
secondary groups and institutions, and 


iii) at the index girl level. 


The common and key interventions at these lévels seem 


to be the following: 


i) Education: The education implies here both the formal 
Zoe s<—— 


and informal continued literacy ,. numeracy and skill 


building, image and confidence building, health and hygiene 
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and family life education with focus on sexual behaviour 
and reproductive health etc. while the above educational 
interventions are intended to the adolescent girls, the 
parents and the community are to be sensitized to the 
significance and importance of these interventions for 
them and for their daughters health and development. 
Without this strategy, the intervention would not succeed 
fully. 


a) Shean: ioarieal ea Be Senet Sour Set Vera 1a provided” | 
care services. The adolescent girls need toOZ: required servi- 
These services should be delivered to the girls as schools 
health services and for the out school population as 
specific adolescent health services. .Wherever such 
services exist, these may be re-energised and revived. 

The mechanism of the delivery of health services should 

be such that besides the treatment, it should inculcate a> 
behaviour in the girls for preventive and promotive health 
care. This approach would help the girls to take proper 
care and seek timely services during pregnancy, at the 
time of delivery, abortion if desired, infant care, 
Malnutrition, obesity, sexually transmitted diseases, 
domestic and occupational injuries etc. wherever 
necessary, the health ,services should expand their 

scope to the extent of providing meals and nutrition 


supplements to the adolescent girls and monitor their 
growth and health. 


iii) Employment: After due education and good health, a rich 


store of skills and energy would establish in the girls. 
Further, a readiness and excitement to do something to 


be independent and a stable confidence would emerge. 

If this psyche of the girls is channelled towards 
suitable gainful employment, it would gurantee, to a 
great extent, the formation of a new society by their 
endeavours, in which the health of the adolescents and 
Overall development would be ensured. The economic 
independence and confidence, which the girl would achieve 
through employment, would prove the strongest means of 
achieving her self-esteem and due status in society. 


Similarly, there may be more interventions which may be 
identified according to the needs and situations of the > 
adolescent girl. But instead of adding to the above ones, 

I would prefer to illustrate here, if you allow me, the 
principles of intervention for the young people, who include 
the adolescent girl population also, as suggested by WHO 

(The Health of Youth, WHO, 1989); 


i) a prolonged supportive environment with graded 
steps toward autonomy enhancing self-esteem and 
promoting healthy life-styles. 


ii)? <n positive interaction between young people and the 
key adults and peers in their lives. 


iii) continual monitoring of the healthy development of 
young people within the socio-cultural context. 


iv) the development of programmes based on a sound 
-_ understanding of young people's beliefs and behaviour 


within any given culture. 


v) the use Of people to implement programmes who respect 
the young, have a sound knowledge of their needs, and 


are trained in communication skills. 
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vi) the use of an intersectoral approach in programmes 
in which key groups interacting with the young are 
optimally involved, i ncluding the school, the fanily,. 
the health system, religious and community leaders, | 
and community organisations. | 


vii) a close linkage of community-based programmes with 
complementary school-based programmes, with 
programmes directed at those who have left or do 
not attend school, and the health care systen. 


viii) the involvement of young people themselves in the 
planning and implementation of programmes, to the 
greatest extent possible. 


After having discussed the challenge, problem domain 
with specific problems, some possible and feasible interventions | 
as well as intervention principles I may also mention that some 
of us have already accepted the challenge of adolescent girls® 
health (including reproductive health and safe motherhood) 
and Overall development and initiated some specific research 
programmes and more are likely to implement such programmese 


I would, now, like to share with you the summary design 
and methodology of one such programme initiated recently by 
the Indian Council of Medical Research (ICMR) and hope that 
this will facilitate the formulation of a feasible methodology 


for the project that NIPCCD has contenp aa The details 
follows 


: 99 3 


ICMR Initiative 


waht ¥ 


young Women's Health and Development Programme 


This is a multi~centric Task Force project designed by 
ICMR secretariat (Human Resource Development Research Division) 
in consultation with experts of inter=disciplines, policy and | 
programme people, and with the benefits derived from the site 
visit to a rural. community in Jabalpur district (M.P.) and 
close interaction with the people. 


Using standard protocol, the summary of which I am 
discussing here, the project is being conducted at five places 
in the country, as shown in the map by the following investi- 
gatorse The coordination and monitoring are centrally done 3 
by the ICMR team comprising social scientists, medical doctors 
and statisticians. 


investigators 


le Dre Banoo J. Coyajee, Pune 

Ze Dr. Rajamal Pe. Devadas, Coimbatore 
a Dr. Sunder Lal, Rohtak 

4, Dre Abrahman Joseph 

Se Dr. Nita Mawar, Jabalpur. 


Objectives 


The broad objective of the project is to test and 
demonstrate alternative models which may help improve health» 
and social status of young girls, aged 7-19 yearse In order 
to achieve this objective, the following specific process 
objectives have been laid down: 

1. To imprve the general health and educational 


capabilities including family life education of 
the young girls, aged 7-19 yearse 
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2. To empower the young girls with vocational skills 
so that they may have better employment opportunities 
and become economically indepéndente 3 


3. To help the young girls to become self-relimt and 
confident of themselves. 


Design and Methodology 

This is a longitudinal study of specific age-group 
girls of rural areas, based on pre= and post intervention design 
and measurement with respect to change in their health and 
social status over a period of time. 


As mentioned earlier and shown in the map, the study 
has been implemented at five centres in four states ina 
phased mannere The selection of the states and subsequent 
areas and sample was done as mentioned belows 


) 


Selection of states: Institutional capabilities and 


Investigators expertise. 
Selection of districts: One district per centre(purposive) 
Selection of block: One block based on the criterion 


of existence of any One programme, 
like DWACRA, TRYSEM, any other ° 
Govt./NGO run women's programme. 


Selection of Villages: 18 villages = 6 clusters, each of 
3 contiguous or nearby villages. 
Qriteria - purposive; 
- Accessibility from main road. 
- Existence of High School. 


- Presence of vocational training 
facilities or job opportunities 
din or near the village. ; 


- Existence of Mahila Mandals or 
Youth Clubs etc. 
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Clusters: 


. Selection of households: 25% of the households enumerated 
| with girls, aged 7-19 years 
following systematic sampling 
- procedure = a minimum of 50 
households in each village. 


Selection of stu units: From each of the selected house=- 
holds, One woman having a daughter 
in the age-group of 7-19 years and 
all girls, aged 7-19 years. 


IMPLEMENTATION The study has been phased into: 


i) Pre-intervention phase 


It includes preparatory works, 
household census, mother and 
index girl surveys and preview 
and short listing of educational 
materials. 


ii) Intervention phase 

It includes establishment of 
Yuvati Vikas Kendras for 
education and training into 
health and development activities 
with focus on income generation 
and improvement in self-esteem | 
and confidence building etce 
These kendras function 2—3 hours 

a day with the help of female 
Community Welfare Workers (one 
each cluster). 


ie A PS a ees a OOS ae 
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iii) Post-intervention phase 


It includes evaluation of the 
impact of intervention on the 
girls in terms of change in the. 
perceptions regarding marriage, | 
pregnancy amd status in society 
after 2 years and 5 years; 


After intensive orientation of the investigators at ICMR, 
training of project scientists at Indian Institute of Education, 
Pune; Community Welfare Workers of respective centres; dis- 
cussions at district, block and village levels, the project 
has been successfully implemented. The first phase has already | 
been completed and the second phase is in progress for the 
last few months. 


Evaluation and Monitoring 


The broad parameters for evaluation are thought to bes 
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i) Improvement in health status including family life 
education. : 


ii) Improvement in educational status. 
iii) Improvement in vocational skills. 


iv) Improvement in self-employment leading to employment, 


self employment, self confidence and self-esteem/ 
social Status. 


(Different criteria for short term (after 2 years of the 


intervention) and long term (after 5 years of the intervention) 
have been worked out, 


For a close monitoring of the intervention programme, 
a multi-tier programme has been chalked out which includes the 
activities and responsibilities for the project investigators, 
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scientists, Asstt, Research Scientists, Village Volunteers and 
Community Welfare Workers. The programme includes calender of 
monthly activities forfeach village. ¥s 


Besides this, the coordination and monitoring are done 
Centrally by ICMR that include site visits, discussion and 
meetings with investigators and project advisory committee 
members, scrutiny of monthly feedback information received for 
each village. A specific monthly follow-up/monitoring schedule 
is used for this purpose. The observations are referred back 

to the centres for their cognisance, clarification @na correctior 
Quarterly progress reports are also sought for feedback. 


To make it more clear the monitoring process is explained 
below through a flow-chart: 


MONITORING 
ICMR HOrs. Project Centre 
i) Interaction with Investigator 
Investigator . | ea 
Project staff. RS ‘ 
t“——> index as cri s 
CWWs <—> 


ii) Investigators meeting 
ULVe<” | “yaa 
iii) PAC meeting 


Interaction with 


qv) Site visits community 


-V 
v) Interaction with 
Community =- Index girls 


vi) Monthly feedback, 
scrutiny of monthly 
follow-up/monitoring 
schedules, quarterly 
reports. 


Now, shall leave the floor for discussion and clarifi-~ 


cations, if sought any by the members of this august gathering. 
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Mainstreaming Convergence and Specialized Interventions 
for the Adolescent Girls : A Review of Governmental 


Mechanisms and Strakesses 
* 
- Nandini Azad 


We stand poised today in the threshold of a new era when 
terminologies such as gender sensitivity, gender analysis and 
gender justice have gained ground in the arena of development 
planning and programming for women. In essence, these concepts 
exemplify the need to analyse gender differentials that are 
clearly different from sex differentials . Sex differentials 
are biologically determined’ to some extent while gender is a 
_construct that social organization has provided itself, Thus 
gender is a variable while assessing human societies especially 
in analysing differentiation/scaling and other such gradations. 
Thus the issue of the adolescent girl to many of us is not 
only the issue of growth spurts and malnutrition, but primarily 
education, socialization, age at marriage and multifarious 
other social disadvantages that hinder the development of the 
adolescent girl. The Seventh Plan chapter on women in 
Development clearly viewed this phenomenon seriously and the 
steering group on women for the 6th Plan has paid due attention 
se ot = it. 


“Within this context, safe motherhood as a concept is usefu 
“to the extent that maternal/infant mortality is stemmed, 
overall ‘development of foetus/infant/mother ensured and after 
care is sustained. Beyond physical parameters, we feel it is 
counter=-productive to train adolescent girls only for safe 
motherhood. Today, the Perspective Plan for Women 1988 
2000 A D has called for “eal women as a unique oe of 
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strength where caste, class, gender, culture discriminate 
against them. It has also called for an inter-generational 
as well as a life cycle approaches to women's development to 
capture the social realities of their existence and ensure 
better programming. It is within the context that the 
adolescent girl becomes a critical resource to be socialized 
into a self aware, confident, well developed woman. The 
Perspective Plan has clearly pointed out women's right to 
health care in their individual capacities, child care in 
their capacities as domestic/paid workers and has called for 
strategies to review socialization strategies increase age 
at marriage literacy, employability etc. In this context, 
viewing motherhood as a role that needs ' training becomes 
redundant. What emerges is the need for women to be recognised 
as an individual human resource requiring training for higher | 
productivity, effectiveness. or gender justice/opportunity. 
Propogating safe motherhood without examining responsible ~ 
fatherhood defeats the purpose of gender analysis and at 
most reinforces patriarchy wherein glorified motherhood 
epitomizes an ideal for emulation. Thus an environment for 
access to health care during motherhood and physical growth 


through nutrition and other variables are essential but not 
training to be mothers, 


The second question I would like to raise is that the 
integrated child services is planning a programme of adopting 
three adolescent girls by AWCs on a project basis so as to . 
provide them nutrition, training and other inputs. As an 
effort, and the earliest intervention, this is commendable, 
However, this effort alone can neither solve the problem not 
even redress adequately even a small percentage of the total 
number Of adolescent girls in this country. Further, it is 
also recommended that the criteria for selection of target 
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group utilized should not only be nourishment/nutrition but 
also illiteracy and other equally important indices. Thus 
depending on the criteria, the strategy has to have an element 
of human resource development; not merely nutrition supplements 
which can very easily be termed as a welfare than a devel pea. 
input. 


I would, therefore, argue that two concepts that are 
essential for dealing with the adolescent girl are ‘mainstreaming’ 
and ‘convergence’. The concept of mainstreaming is to make 
each department dealing with youth or girls either in general 
Manner Or as a component provide a rightful share to this 
age group which is not included in any national schemes in 
its full complexity. Thus whether it is a department of Youth, 
Labour, Rural Development, Health and Family Welfare, Handloom 
and Textiles etc. or State Governments special attention has 
to be paid to this special group, namely, adolescent girls. 


In terms of convergence, the issue I would like to raise 
is that given the new scenario where the new integrated women 
and child development programme is evolving, it would be 
critical to coordinate the various schemes at the block level 
so that they have a component of adolescent girls or earmark 
in the gentral youth schemes a'component for girls. In the 
rural development department, an analysis of the DWCRA scheme 
indicate that it does include a component for children too. 
An opportunity is thus available to introduce the component 
on adolescent girl particularly, health/nutiition needs, 
employment strategies etc. Similarly, the TRYSEM in the 
Rural Development ‘Department has been revamped and has a 
varied number of trades for training and these could be 
usefully routed to the adolescent girls under TRYSEM, some 


parafunctionaries are being trained as motivators etc. 
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Increasing girls employability and providing an alternative 
to marriage are important to the development of the adolescent 
girl. Similarly, in the case of the Yuvati Vikas Yojana 
Scheme of the Ministry of Health and Family Welfare wherein 
Rse5O0/— is contemplated as a stipend and includes a nutrition 
component in the form of foodgrains. 


The other programmes. that can be linked are the adult 
education programme wherein’) the effort is to eradicate 
illiteracy, raise social awareness, skills (target group 
between 16-35 years); condensed courses of education for Adult 
Women and Vocational Training Courses (above 15 years) of the 
CSWB (girls from 11 years to primary level are part of the 
target group); similarly, a recent evaluation by NIPCCD of the 
awareness generation programme of the CSWB that girls were also 
present in the camp. In terms of skill training, vocational 
training schemes in the Handloom and Handicraft sectors such 
as (1) Weavers Training(15-40 Years of age) (2) Training in 
Handblock Printing (open to all) are useful. The Ministry of 
Labour has Craftsmen Training Schemes to reduce unemployment 
amongst educated youth/school dropouts by providing them 
training in employable industrial trades (the age critaria is 
14-25). There are 18 courses (Engineering and non-engineering) 
out of which 15 are for VIII level pass. Under the vocational 
Training and Employment production scheme (NORAD supported) 
for women under the Deptt. of Women and Child, the eligibility 
is Matric pass and relaxable upto VIIT to V Under the Krishi 
Vigyan Kendras training is conducted in the broad areas 
relating to agriculture, Inland and Marine Fisheries, Horticul- 
ture, Dairying etc, Further mushroom cultivation, bee keeping, 
poultry etc. are also taught. The eligibility are both women | 


and rural youth/school dropouts or illiterates. In the Khadi 


and Village Industries Commission training is available in 


Khadi Spinning, Dyeing, Bleaching and Printing of Khadi Cloth, 


processing cerégls . leather goods, Handmade paper etc. 
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The training in cane and bamboo sponsored by Development 
Commissioner Handicrafts indicates that all Persons including 


Children cOuld be trained under the scheme. Similarly, the 


training scheme in’ different crafts such as wood and ivory 
dolls and toys, stones, leather embroidery sponsored by the 
same agency also includes children in its target group, 

the Department of Youth has a scheme for training of youth 


under which training in skills and awareness is imparted. | 
Bkills in areas such as dairy cooperatives, poultry, bee-keeping, 


TV repair agriculture ana agriculture technology etc. are 


imparted through the Nehru Yuva Sangathan and other technical 
institutions NGOs. The other scheme of the Department of 
Youth is financial assistance to voluntary youth organisations 
by which assistance is extended for implementation research 
experimentation training etc. 


Supportive Services 


For convergence to be effective, it is essential to ensure 
that support services such as fuel, fodder, creche, water are 


available go that girls attend school and need not attend to 


younger siblings. The early child care centtes recommended 

in the Education Policy now transferred to the Department of 
W.C.D. should be initiated speedily. There is an average 
estimate that nearly four crore below the poverty line need 
creches/child care facilities. As far as water supply is 
concerned, it is interesting to note that Integrated Water 
Supply Scheme has been initiated by the Technology Commission 
on Water and includes women in decision making and identification 
roles. In the social forestry sector, procurement of fuel, 


fodder and food has become difficult as the forests are 


vanishing and with the new Forests Act, minor forest produce from 
forest land are denied to rural women. A new mission is being 
initiated on social forestry (from the existing National 
Wastelands Development Board) and have already planned a 
programme of training for women in this sector. Thus, what is. 
needed is that support services be provided simultaneously 

along with training and human resource development inputs. 
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Special Interventions 
The key strategy as is being realized is the type of 


socialization imparted to girls. While the textbooks review 
has been ongoing in NCERT and is a positive development for 
removal of stereotypes, it is essential to hasten this process 
so that negative images may not be imbibed by children. The 
youth awareness camps and youth club schemes of the Department 
of Youth, the awareness generation camps of CSWB, the 
organization of beneficiaries schemes of CAPART etc. can be 
utilized through youth clubs, mahila mandals, NSS, Nehru 

Yuvak Kendra and other NGOs to raise consciousness on the 
issues of age at marriage, legal rights, career counselling and 
guidance, available employment/training opportunities for girls 
in terms of non-formal education, adult education, vocational 
education etc. 


Awareness will not be restricted to the adolescent girls 
but to the larger community which involves media and communi- 
cation strategies such as radio programmes, support television 
programnes/spots as has been done by the Ministry of Health and 
Family Welfare on the differentials between boys and girls, 

@s well as a large-scale media campaigns in the areas such as 
age at marriage, adolescent girls as a national resource etc. 


Multi media campaigns including puppetry, skits, role-play 

may also be initiated. These methodologies can also be used 
while sensitizing functionaries to the issues relating to 
adolescent girls. The WD Division, NIPCCD has such experience 
in Rajasthan wherein 50 social welfare, DNCRA Programme Officers 
_(APOs), WDP officers were sensitized to perceive differentials | 
regarding the girl child within their’ larger programmes such 
as ICDS, TRYSEM, IRDP ete. and to strategies with inter-. 
ventions which are specifically geared to the needs of this 
category. Currently, they are planning to. in turn, sensitize 
other functionartes in their hierarchy to this issue, 
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NGOs, autonomous women’s groups (some sort Of Mahila 
Mandals), trade unions as well as the Awareness Raising Camps, 


‘non-formal education Programmes and adult education activities, 


extension activities of the Krishi Vigyan Kendras need to 


sensitise women in the different training programmes to the 
heeds of adolescent girls and point out the differentials 


perpetuated by the households, sometimes even by mothers of 

the girl child/adolescent girl. The issue of education for 
girl children/adolescent girls should also be propagated through 
multi-media Campaigns on a war footing. The literacy mission 

is also paying special attention to it. Retention of school 


dropouts will need Special supports. 


A number of voluntary agencies has blazed a trail by evole 
ving inmovative models. For example, the child-to-child 
programme in Calcutta, wherein girls from affluent family 
adopt 3/4 girls from a lower income level, or Chetna in 
Ahmedabad, where girls are provided an integrated approach to 
development and are trained in more effective means of carrying 
out domestic duties. The Lakshmi Ashram inkasauli provides a 
Centre approach wherein vocational education, awareness, 


nutrition are all given due importance. 


An innovative government scheme in Maharashtra involving 
the community is the Savithribai Phule foster parent scheme 
for girls wherein a Rs.25/~ per month is paid for the education 
and upbringing of one ocut-ofeschool girl from poor communities 
by well-to-do persons/organisations. 


Recommendations 


A holistic and inter-generational longterm perspective 


is essential. 


n ip Mainstreaming the issue of adolescent girls to the 
different departments/ministries is essential. 
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Convergence of the various training, health care/ 
nutrition schemes igs essential. All functionaries 
have to be sensitized to this issue. 


Leisure time activity could be tied up with schemes - Re? 
such as the Education for Women's Equality. 


Awareness raisinge training, organization of 
adolescent girls is essential as done by the W.DeP. 
Programme in Rajasthan, Mass child marriage such as 
in Rajasthan should be stopped. 


Gender differentiated data on this age group is 
essential. Further census, SRS and other statistical 
systems should pay due attention to this age groupe 
Micro studies are also essential on various aspects 
espec ia lly socialization, engenderment, programming 
strategies. 


Multi-media campaigns to raise consciousness of 
society at large is critical. Issues such as age 
at marriage have to be taken UDP. 


Early childhood care centres asenvi saged in the 
education policy be initiated ona massive scale 
immediately so as to stem school dropouts. Similarly, 
domestic drudgery for girls should be reduced by 
introduction of appropriate technologies. National 
schemes for this should be introduced (DNES,DST etc.). 


‘The National Perspective on viewing girls as. human 


resources that need to be developed as equal citizens 
is essential and not merely in their varied social role: 
Strategies should stem from this holistic and long~ 
range perspective not from adhoc measures. 


10. 


11. 


e723; $ 


Atrocities against girls, child abuse of female 
child should be dealt with severely through stringent 
laws/en forcement. Short stay homes should also 
include adolescent girls in their own right. The 
Department of Women and Child Development scheme 

for countering atrocities against women should have 
special inputs/innovative projects on girls. 


A holistic acheme for adolescent girls either by 
converging these schemes or otherwise is essential. 

As per the 1981 Census, approximately 30 million of the 
population are adolescent girls. Of these over 

70 per cent live in rural areas. This age group by 
gender is not covered by most schemes and if reached 
only on a piece meal basis. 


Education and development programmes that use the 


- community approach and identify mobilisers from within 


a community are a more viable strategy to bring 
about awareness and attitudinal change rather then 
a centre approach which has limited outreach and 


does not ensure sustainability. 
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Motherhood in Early Adolescerme 

~ C. Gopalan 


A Scheme for the Adolescent Girl in the ICDS Programme 


- Government of India 


Growth of Affluent Indian Girls during Adolescence - 
Nutrition Foundation of India 


~ Scientific Report 10 
Variations in Energy Intake Relative to PHV Among 
Adolescent Girls 

- Sukhatme et al 
Relative Variations in Energy Intake During Different 
Stages of Rien oe Growth 
- Sukhatme et al 


The Lesser Child = The Girl in India 
- Deptt. of Women & Child 
Development 
Strategies for Ensuring Safer Metherhood 
- Jaya Arunachalam 


Nutritional and Health Status of the Adolescent Girls 
- Rajammal P, Devadas 


Growing up in Rural India : Problems and Needs of Rural 
Adolescent Girls 


- Ranjana Kumari 


The Reproductive Health of Adolescents =< A Strategy for 
Action 


- A Joint WHO/UNFPA/ 
UNICEF Statement 


: The Key to Nutritional 


12. 
13. 


14. 
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Promotion of Safe Motherhood in India 
3 - Umesh Kapil 


Health Problems of Rural Adolescent Girls 


- Indrani Ganguly 
Draft design of the research study on "Preparation for 
Safe Motherhood = Reaching the Young Girls and Mothers , 


through the ICDS Programme". | 
~. NIPCCD 


Adolescence : A Phase for Catch up Growth? 
- Shobha Rao et al 
Model Under Innovative Scheme of Grant-in-Aid Assitance 
to Voluntary Organisations for Promotion of MCH, | 
Immunisation and Small Family Nom | 
Sabla Newsletter - Sevagram Vikas Sansthan 
Introduction to NIPCCD 
NIPCCD Newsletter 


List of NIPCCD Publications 


